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Region and provinces of Vietnam 


North mountainous area 


Ha Giang 
Tuyen Quang 
Cao Bang 
Lang Son 
Lai Chau 
Lao Cai 

Ven Bai 

Bac Can 

9. Thai Nguyen 
10. Son La 

11. Quang Ninh 


Middle region 
12. Vinh Phuc 
13. Phu Tho 

14. Bac Giang 


Se eh 


Red river delta 
15. Bac Ninh 
16. Hanoi 

17. Ha Tay 

18. Hoa Binh 
19. Ninh Binh 
20. Ha Nam 
21. Nam Dinh 
22. Thai Binh 
23. Hai Phong 
24. Hung Yen 
25. Hai Duong 


North central area 
26. Thanh Hoa 
27. Nghe An 


Median central area 
28. Ha Tinh 

29. Quang Binh 

30. Quang Tri 

31. Thua Thien Hue 
32. Da Nang 

33. Quang Nam 

34. Quang Ngai 

35. Binh Dinh 

36. Phu Yen 


Central highland 
37. Kon Tum 

38. Giai Lai 

39. Dac Lac 


40. Lam Dong 


Southern region 
41. Khanh Hoa 
42. Ninh Thuan 
43. Binh Thuan 


South eastern coastal region 


44. Binh Phuoc 
45. Tay Ninh 
46. Binh Duong 
47. Dong Nai. 


48. Ba Ria - Vung Tau © 


49. Ho Chi Minh city 


Mekong delta 
50. Long An 
51. An Giang 
52. Tien Giang 
53. Dong Thap 
54. Ninh Long 
55. Ben Tre 
56. Can Tho 
57. Tra Vinh 
58. Soc Trang 


Southern lowlands 
59. Kien Giang 

60. Ca Mau 

61. Bac Lieu 


I. Introduction 
Vietnam at a glance 
AREA’: 331,690 km2 


e 61 provinces (including four city-zones “Hanoi, Haiphong, Danang, Ho Chi Minh City”, and one special 
zone Bia Ria “Vung Tau’’) 


e 601 districts 
e 10,330 communes 


POPULATION: 77 million 


e Life expectancy at birth: 67 years 

e Including: 54 ethnic minorities (9 million people) 
e Population growth: | 1.5 million annually 

e Children 0-4: 12 million 

e Children 5-15: 23 million 

e Total population under 18: 35 million 

e Rural population: 80% 


SOCIO-ECONOMY: annual GNP per capita, US$ 250° 


e Hanoi: USS 480 per capita 

e Mountainous area: USS 80 per capita 

e Currency unit: Vietnamese dong (VND) 
e Exchange rate (November 2000): 1 USD = 14,300 VND 

e Transition to the market economy “Doi Moi”: since 1986 


POLITICS: Socialist Republic © 


e Stable regime 
e Decentralization 
e Member of the ASEAN 


HEALTHY: 

e Infant mortality rate: — 45/1,000 

e Under five mortality rate: | 61/1,000 

e Maternal mortality rate: 110/100,000 
e Women delivering at home in mountainous areas: 90% 

e Immunization of children under one: 94% 


' Date GSO, 2000 
? World Bank 
> MoH 
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e Malnutrition: 


_ Protein deficiency (children under five) 45% 
- Xerophthalmia eliminated 
- Iodine deficiency (population at risk) 94% 
- Iron deficiency in pregnant women 52.5% 
(% population) 
e Access to safe water (rural) 45% 
e Access to sanitation (rural) 26% 
e Childhood immunization (six antigens) 94% 
e Education: 
- Adult literacy rate 91% 
- Primary school enrolment rate 91% (net) 
- School completion rate 61% 


Vietnam, is located in the center of South-East Asia is bordered by Lao-PRD, Cambodia in 
the West, and China in the North. The main geographical regions are: the Coastal region, the 
Mountainous areas and the two large Deltas (Red River in the north and Mekong in the 
south). Population densities vary widely, from sparsely inhabited mountainous areas to the 
densely inhabited deltas. Only about 25% of the population lives in the urban centers, the rest 
lives in the rural areas. The administration is broken down into three levels: province, district 
and commune. The local units have provincial councils and People’s Committees. 


General context’ 


° South-East Asia is a very heterogeneous region, comprising industrialized countries such 
as Singapore, newly industrialized countries such as Malaysia and Thailand, and very 
poor countries such as Vietnam, Laos and Cambodia. 

« Populations can vary from 1.2 billion people (China) to 4.9 million people (Laos). 
Vietnam, with 77 million people, is amongst the most populous countries in the world. 

e Climate can be harsh in the region and typhoons are quite frequent in Vietnam, bringing 
devastating floods. 


e 42% of the Vietnamese population (about 35 million) is below 18 and has no experience 
of war. 

e In 1986 the Government of Vietnam launched the “Doi Moi” (revival), controlled 
transition towards a market economy. The on-going reforms have produced positive 
impact on the development of the country. Income per capita is increasing, and inflation 
has steadily slowed down, but the country still ranks 121° out of 130 countries analyzed in 
the UNDP Human Development Index. The strengthening of links with the international 
community has brought the country increasing international assistance. As a member of 
the UN and ASEAN, Vietnam is determined to become an active participant in the 
international community. 

Traditional strengths of Vietnam: inherited from its past, Vietnam has its disposal an 
extended medical and education infrastructure. Mass organizations such as the Women’s 


——— ae 
Children and woman in Vietnam (UNICEF) 


and Farmers’ Union count millions of members. Written and audio-visual media 
controlled by the Government, are available nation-wide. ' 

e Emerging challenges: like any economy in transition, Vietnam also has to face increasing 
difficulties. Disparities between regions, classes and ethnic minorities are steadily rising. 
The introduction of fees for medical care and schools is depriving many children of their 
rights to health and education. The literacy rate is decreasing while the educational system 
has to accommodate an additional 1.5 million children every year. 

e Families have seen their range choices broadened, but also their responsibilities. With the 
weakening of social welfare and traditional safety nets, the burden of the families, 
especially women, has become heavier. 

e Development assistance is needed today to help Vietnam in this delicate transition period. 
While reforms should be encouraged, social and welfare gains made in the past should be 
maintained. The social needs emerging from the reforms require immediate reaction to 
continuously improve the situation of Vietnamese children and women. 


Il. Health policy and infrastructure in Vietnam 
Health policy 


The National Health policy is to improve awareness, and therefore, the ability to stay healthy 
for all the citizens. This will create an optimal health status for Vietnamese people as one 
important factor of community welfare. The national development efforts in Vietnam have 
experienced appreciable achievements and many advanced technologies have been introduced 
in all sectors of development, including health. The health status of the people has improved, 
morbidity and mortality rate of transmissible diseases has decreased and life expectancy rate 
at birth increased. Even though, some diseases have been successfully eliminated, eradicated 
or controlled, chronic and degenerative diseases are increasing as an outcome of prolonging 
life expectancy rate of the people. 

Concerning disability, the Vietnamese Ordinance November 1998 regarding disabled persons 
stated that the disabled persons have equal right and opportunity in all living sectors. In other 
words, it means that the national direction and intention is to improve the quality of the 
infrastructure and the knowledge and skills of human resources. Moreover, an important 
element to point out, is the unprecedented rapid growth of the number of disabled persons, 
that is a combination of the classic processes, changing social structure increase aged 
population and other traumas (vehicle and industrial). Thus, while acute care has improved, 
chronic and degenerative diseases produce a large number of elderly disabled, and 
rehabilitation has become in the country an important part of the Health Policy, and is 
regarded as an integral part of Primary Health Care with a special program called 
Community-Based Rehabilitation, as a way to cope with disability alongside and with the 
institutional medical rehabilitation services. 

Referring to the “Declaration of Alma Ata’, the strategy for obtaining “health for all by the 
year 2000”, is the Primary Health Care approach, with the implementation of inter-sectoral 
collaboration, community participation, and using proper and effective technology. Now, 
being Vietnam in the midst of a period of transition, with rapid and sometime unforeseen 
social changes, unfortunately, the time boundaries 2000 in Vietnam is extended to 2010, as far 
a result of economic difficulties. 


Infrastructure 


The health care infrastructure consists of an extensive network of health facilities at four main 
levels (central, provincial, district and commune). The Health Steering Committees is a part 
of the People’s Committee at each level as follows: 


- the provincial health service coordinates all health programs at provincial level; 

_ the district health service is responsible for all health programs in the district, and each 
district hospital covers approximately 130,000 people; 

-  inter-communal polyclinics at the level between district and commune, are relatively new, 
and provide basic care for about five communes (around 30,000 people). These have been 
set up for supporting PHC activities for large and under-served areas; 

- the communal health center serves about 7,000 people and is responsible for PHC 
activities and for supervision of health workers in the communes. 


Summary of health establishments” 1999 


Establishments: 13,264 


Hospital & clinics 


Medical service units at village level 11,229 
Beds: 195,900 


120,400 
Health sta 
Doctors 
Assistant doctors 
Nurses 
Midwives 
Pharmacy 
Pharmacists of high degree 
Pharmacists of middle degree 
Assistant pharmacist 


Medical staff 
(as of 30-9-1999 by type of management) 
Ministry of Health B7i277 49,013 39,835 13,483 


YI 
Under direct management of MoH 5,826 3,428 
Under management of provincial deprt. Of health 29,451 48,595 35,800 13,101 
Under others 1,842 2,129 5,619 


Hospital beds 
(by type of management level as of 30-9-1999 


Ministry of Health . 
Under direct management of MoH 
Under management of provincial depart. Of health 


; Bookyear 1999, General Statistic office source 
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Using the above figures, on average, one bed is available for up to 394 patients. It is said that 
curative health establishments in Vietnam have been set up, but the structure, and medical 
equipment are in bad conditions resulting in poor quality of curative services. Salaries of 
health staff at central and provincial levels and part of those at district level, are paid from the 
national budget. Recently, there have been changes (reduction of up to 30%) in staffing at 
commune level. All commune salaries are paid by the local People’s Committee. The 
community also finances the building of the commune health centers and buys the essential 
drugs, and the villagers contribute either in cash or in kind. 


Legislation for disability care in Vietnam 


In Vietnam many people are disabled as a result of several military conflicts, that is why 
Vietnam has a long tradition of taking care of the disabled members of its society. In the 
constitution of 1946, article 14, it is stated that: “old and handicapped people, incapable of 
working, shall enjoy assistance®”’. 

In 1951, President Ho Chi Minh said that everybody should receive veterans and those 
disabled in armed conflict into their homes and communities. He thus began an active 
campaign for the whole society to recognize and support people with disabilities. In the 1980 
constitution, article 74, it is stated that: “the state enacts legislation granting privileges to 
disabled soldiers and families of fallen combatants and creates conditions for recovering 
their working ability, to find employment suited to their health conditions and to lead a 
normal life. Persons or families who have rendered meritorious services to the revolution are 
commended and rewarded and receive proper care. Old people and disabled persons with no 
family support receive assistant from the state and the society”. 

In the revised constitution of 1992, article 67, under the “Fundamental rights and duties of the 
citizen’ it is stated that: “war invalids, sick soldiers, families of fallen soldiers and 
revolutionary martyrs will enjoy preferential treatment in state policies. War invalids will 
enjoy favorable conditions for their physical rehabilitation, shall be given employment suites 
to their state of health and assistance in securing stable living conditions. Individuals and 
families credited with meritorious service to the country shall be given commendation and 
reward and shall be looked after. Old people, infirm people and orphans without support 
shall receive state assistance”. 

Last, but not least the importance and relevance of the Disability Ordinance issued in 
November 1998 which encompasses all the disabled including those are war veterans. 


Government structure in Vietnam 


The administrative system is divided into four levels’: 


Central: governs all cities and provinces nation-wide 
City & province: governs all districts 
District: governs wards and communes 


Ward and commune: grassroots level (each ward/commune is divided into household areas “urban or hamlets rural’) 


° The Gioi Publishers (1995) 
’ The Gioi Publishers (1995) 
® The Gioi Publishers (1995) 
” Refer Chart | 


Each level has its own executive body and functional agencies such as: Health, Education, 
DoLISA as Department of Labor, Invalids & Social Affairs, CPCC as Committee for the 
Protection and Care of Children. Other than that, there are also mass organizations such as: 
Red Cross, Labor Union, Fatherland Front, Women’s Union, Youth Union and so forth. 


Disability prevention 


Primary Health Care 

PHC and improvement of quality of health care are the two main tasks of health services, 
which includes the concepts of ‘preventative medicine, the rationalization, and maximization 
of local resources and international assistance are emphasized among others. 


Health worker 
Basic health workers, serve at the commune level under the supervision of a communal health 
station and are responsible mainly for disease. 


Communal health station 

A communal health station is built in each commune with six-seven thousand people on 
average. PHC provided by the station includes: immunization, prenatal, examination, dental 
care, delivery, minor surgery and CBR services. It is staffed with an assistant physician, a 
nurse and a midwife. An inter-communal polyclinic staff in the community has the same 
function, but the service is more extensive due to better facilities. 


At the district level 
District general hospital provide treatment. In addition, hygienic and epidemiological brigades 
serve to control malaria and provide.vaccination. 


At the provincial level | 

These are general and specialized hospitals, social disease dispensaries which especially deal 
with trachoma, goitre, venereal skin diseases and mental illness, sanatoriums, maternal 
protection and family planning, rehabilitation departments. 


At central level 
Disability related matters are broadly divided into ‘medical’’, ‘social and vocational’ , and 
educational’ services, and are dealt with respectively by the Ministry of Labor, Invalids and 


Social Affairs (MoLISA), the Ministry of Education and Training (MoET), and the Ministry 
of Health (MoH). 
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Chart 1 
The administrative system and functional bodies in Vietnam 


Ministry 


of MoLISA CPCC 
Health 


People’s 
Committee 
province 


Department 
of 
Education 


Department 
of 


Health 


People’s 
Committee 
district 


Service Service 
Education Health SoLISA CPCC 


People’s 
Committee 
commune 


Amongst these organizations and services the following are responsible for working and 
dealing with disability: Health, Education, DoLISA and CPCC; of which the latter takes 
main role in supervising and monitoring activities concerning the care of the children carried 
out by the other three. ) 
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Ministry of Labor, Invalids, and Social Affairs (MoLISA) 

The Ministry of Labor, Invalids, and Social Affairs is responsible for social welfare and job 
replacement. In the 1940s, the Government established the Ministry of Invalids to care for 
veterans. In 1987, this Ministry was merged with the Ministry of Labor and Social Affairs 
into the Ministry of Labor, Invalids ad Social Affairs. Among the three Ministries above 
mentioned, the MoLISA has the biggest responsibilities. Under the Minister there are four 
vice-Ministers who supervise 12 different departments. There are no MoLISA staff at the 
district level and below. MoLISA is responsible for “social and vocational” rehabilitation, job 
placement and social welfare in general for disabled persons. This task is carried out mainly 
by the local department social affairs offices called DoLISA. A large number of schools for 
disabled children are still under the responsibility of MoLISA, because vocational training of 
disabled children was considered the main task of these schools in the past. In addition 
MOoLISA has also the responsibility for a certain number of small child rehabilitation centers, 
and also for the largest vocational training center located in Thu Duc, in the South of the 
country. Moreover, linked to some of these centers there are orthopedic workshops where 
simple to rather sophisticated devices are made. MoLISA’s Department of Rehabilitation is 
responsible for the eight larger general rehabilitation centers and orthopedic workshops in 
Vietnam. In addition, the MoLISA and the Committee for the Protection and Care of 
Children, in coordination with other ministries and organizations, have implemented the 
program to take care of, and protect children in especially-difficult circumstances'’. They 
provide children with opportunities to study and learn simple skills so that they can afford 
living conditions to become useful citizens and integrate into society. At present, in 61 cities 
and provinces, there are 531,096 especially disadvantaged children, including 232,966 
disabled children, 147,501 orphans (32,314 with no patrons), and 15,891 street children. All 
cities and provinces, 308 out of 563 districts, and 3,698 out of 10,291 communes and wards 
have set up plans of action for children, of which 43 provinces have fixed their annual budget 
for the plans. At the centers for the CPCC about 4,000 disabled children are treated at their 
a and 5,000 children have been operated with cleft and hare lips through Operation 

mile. 


Ministry of Education and Training (MoET) 

The Ministry of Education and Training is concerned with disability for administration of 
special schools and on “educational” rehabilitation of CWDs. The section of special 
education, Department of General Education in the Ministry of Education is responsible for 
education of disabled children. The Center of Special Education for the impaired children, the 
National Institute Education and Science, has responsibility for curriculum development 
supervision and teacher training for all the special education schools and all normal schools 
with integrated education (Inclusive Education) in Vietnam. The 16 educational specialists 
working in the four sections at this center provide educational expertise for four types of 
handicaps children with visual, hearing, speech and intellectual impairment. The task of 
educational rehabilitation is carried out at local level by the educational affairs offices and 
“mainly” by the motivated school teachers. While, the Center for the Handicapped, which is 
one of the five centers of the Children Fund in Ho Chi Minh zone, has the responsibility for 
coordination of all matters concerning special education (including teacher training). In the 
South a new National Center for Educational Science and Training, is been established under 


lO: es ' : : S ‘arth ‘ 
Vietnam Committee for Protection and Care of Children source 


the responsibility of MoET, which will also claim responsibility for teacher training 
(including Special Education), 


Ministry of Health"' (MoH) 

The Ministry of Health is responsible for prevention, early detection of disability, and also for 
medical rehabilitation through the network of Primary Health Care services. Rehabilitation 
services, have until recently been restricted mostly to physiotherapy departments in provincial 
hospitals and some specialized centers. At this moment, a total of 34 provincial hospitals have 
established physiotherapy-rehabilitation departments. Besides these departments most 
specialized hospitals in Hanoi and in Ho Chi Minh City, have their own rehabilitation 
department. Unfortunately, this hospital-based approach has resulted costly, extremely 
inconvenient and accessible by only a minority of disabled persons. Besides, it has been 
considered that the physiotherapy-rehabilitation departments require highly trained personnel 
which are usually in short supply, specially at the district or commune level. Because of this, 
the majority of the disabled persons did not have access to those rehabilitation centers. That is 
why, the MoH has developed the strategy for integrating CBR approach in the PHC system 
and has carried out CBR activities in many provinces. With the introduction in Vietnam of 
CBR approach a broader definition of rehabilitation has been adopted, encompassing social 
and educational aspects. Furthermore, it has been adapted the curriculum at the medical 
schools to be better orientated on CBR approach. CBR program is implemented in Vietnam 
by and through a system of Steering Committees at national, provincial, districts and 
community level. Representatives of the People Committees, health, educational and social 
authorities are all members of these Steering Committees. Moreover, ten specialized institutes 
are attached to the Ministry of Health: 


- The National Institute for the Protection of Children’s Health; 

- The National Institute of Nutrition; 

- The Institute of Hygiene and Epidemiology; 

- The National Institute of Dermatology and Venereology; 

- The Center for Health Education and Propaganda; 

- Human Resource Center for Health; 

- Institute for the Protection of Mother and Infant; 

- National Institute of Tuberculosis and Respiratory diseases; 

- National Institute of Malariology, Parasitology, and Entomology; 
- The Institute of Traditional Medicine. 


Other bodies | 

In 1992, Vietnam upgraded the National Plan of Action (NPA) for Vietnamese children and 
consolidated the Committee for Protection and Care of Children. At the National level = 36 
has the status of a ministry for the management of activities on protection and care of children 
nationwide. At provincial, district and commune levels, local CPCC’s were set up to carry out 


the assigned mandate. 


'! Refer Charts 2 - 3 
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Ill. Facts on disability and education in Vietnam 
Disability and education 


Rehabilitation problems in developing countries are important part of total health. The 
literature care generally agrees that 7 to 10% of the population in developing countries is 
disabled (official figure from WHO for the number of disabled people in general is 10% of 
the population). Of this, 30 to 50% of them (2.5 to 3% of the general population) is in need of 
rehabilitation or special education. In Vietnam, reliable surveys of MoLISA in recent years 
show that 5.2% of the total population in the country are disabled. Preliminary data collected 
by MoH from 25 provinces covered by CBR program shows that the percentage of the 
disabled persons comprises 5-7% of the population (approximately 4 million). These numbers 
also coincide much more with the estimation given to UNICEF by NIES, that the number of 
disabled children under 15 years (40% of population), which includes all different types of 
handicaps, of those 30-50% of the total of CWDs needs rehabilitation and special education, 
more than 150,000 children. Currently, of these 150,000 children, only about 3,000 receive 
the type of special education that they need, or only 2%. 


Classification of impairments and disablement 


The WHO identified seven major categories of disabilities in its international classification of 
impairments and disablement: 


1. Mobility impairment; such as amputees (e.g., leprosy can lead to severe disability), 
paralyzed persons, people with polio, cerebral palsy, clubfoot or other birth defects. 

2. Hearing/Speech (communication) impairment. 

3. Visual/Seeing impairment. 

4. Learning (cognitive or intellectual) impairment. 

5. Strange Behavior, resulting from psychotic/mental illness (e.g., schizophrenia and 

depression). 

Fits/Epilepsy. 

Other impairments. 


le) 


The Vietnamese MoLISA, the MoH, and the MoET use the WHO definitions of impairment, 
disability, and handicap, which are defined briefly as follows: 


e Impairment* (organ level): loss or abnormality of body structure or of a physiological 
function (e.g., loss of a limb or loss of vision). Impairment may be the result of disease or 
accident, or of congenital or environmental agents. 


Disability* (individual level): reduced or absent ability to perform as a result of an 
Impairment. The restriction or absence of a fi 


nt. unction (e.g., movi 
communicating). ii — 

¢ Handicap (social level): disadvanta 
The result of an interaction betwee 
barriers in the social, cultural or ph 


ges experienced by a person as a result of a disability. 
n an individual with an impairment or disability and 
ysical environment so that this person cannot take part 
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in mainstream community life on an equal level or fulfill a role that is considered normal 
(depending on age, sex, social and cultural factors). 

* It is important to realize that impairments and disabilities may be visible or invisible, 
temporary or permanent, progressive or regressive. 


Along with the seven main types of disabilities categories previously mentioned above, 
another special category of persons with “multiple disabilities” needs to be clearly identified. 
Persons with multiple disabilities have special service needs and present special challenges to 
policymakers and service providers. 


Major strategies for rehabilitation 


Institution-based rehabilitation services 

Is provided in a residential setting or in a hospital where disabled people receive special 
treatment or short-term intensive therapy. The institution-based approach focuses on the 
person’s disability and gives little attention to the person’s family and community, as well as 
to other relevant social factors. Probably, the major shortcomings of institution-based care are 
its high cost and its location, usually in urban centers, making it inaccessible to those living in 
outlying areas, in addition, specialized institutions often lack qualified personnel. However, 
competent institution-based care, is an important part of the rehabilitation referral system for 
the provision of special assessments, surgical interventions, or other skilled treatment, and 
specialized equipment. 


Outreach rehabilitation services 

Are typically provided by health care personnel based in institutions. Such a program 
provides for visits by rehabilitation personnel to the homes of disabled people. The focus is 
on the disabled person, and perhaps the person’s family. Education and vocational training 
are generally not included in it. Community involvement in these services is usually very 
limited, with the result that they evoke little social change, and the cost per person treated is 
quite high. For sure, outreach services can be a valid part of the referral system, but probably 
only when used in special situations. 


Community-Based Rehabilitation (CBR) 

The CBR approach, is characterized by the active role of disabled persons, their families, and 
the community in the rehabilitation process. In CBR philosophy, knowledge and skills for the 
basic training of disabled people are transferred directly to disabled adults themselves, to their 


families, and the community members. 


What is Community-Based Rehabilitation? 


CBR strategy is a common-sense strategy for enhancing the quality of life of the disabled 
persons by improving service delivery reaching all in needs by providing more equitable 
opportunities, and by promoting and protecting their rights. CBR builds on the involvement 
of disabled persons and their families. It should be supported by all levels of society, and it 
seeks the integration of the interventions and combined efforts of all relevant sectors of the 
services. Hence, CBR is a socialized health program, mobilizing several resources 
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contributing to the assistance for the PWDs right at the community. Let us try to explain it 

word by word: 

© Community: every group of people living together in the same area, with the same culture, 
religion, and so on. Maybe economical depending on each other. 

© Based: in the community with the participation of the community and finally owned by 
the community. 

e Rehabilitation: there are four areas where rehabilitation is needed: Physical, Social, 
Educational, and Economical. 


Rehabilitation 

Includes all measures aimed at reducing the impact of disability for an individual, enabling 
him or her to achieve independence, social integration, a better quality of life and self- 
actualization. Rehabilitation includes not only the training of disabled people but also 
interventions in the general systems of society, adaptations of the environment, protection of 
human rights and empowerment. Disabled people shall have the same rights to a life in 
dignity as others. A brief definitions of the four areas could be as follow: 


a. Physical rehabilitation: all activities to rehabilitate the functions of the body with the 
purpose to make the person as much independent as possible. This can happen in the 
community or in a special centers (e.g., hospital, etc.); 

b. Social rehabilitation: all activities to rehabilitate the disabled persons in the community, 
which mean that this person has access to all social activities of the community. Thus, 
attitude towards disabled persons should change among the society to the normalization 
and integration; 

c. Educational rehabilitation: it means that children with disabilities have access to regular 
school or special education, and this should also be the fact for adults. Disability and 
poverty are linked together and poverty and education are also linked together; 

d. Economical rehabilitation: all activities rélated to make disabled persons independent. It 
is necessary to address efforts to their economic situation. | 


In other words, rehabilitation means to bring back on the level before or if that is not possible 
to bring back on the highest possible level. 


So, why CBR? 

Because, CBR strategy is one response to the “inappropriate and often insufficient” 
institutional services. Anecdotal evidence from other countries indicates, that the CBR 
approach can be expected to meet the needs of 70% of all PWDs, compared to institutional 
rehabilitation, which does not cover more than 1-2% in most countries. CBR programs aim at 
giving comprehensive services to disabled persons where they are living, in fact is mainly 
home based, and use for rehabilitation the resources available in the community. CBR 
strategy means large scale transfer of knowledge, and skills to the disabled persons, their 
families, and members of the community. Currently, in developing countries CBR approach 
seems to be the only way to provide services to the disabled persons and their communities. 


Goals and objectives 


The goal is to bring about a change, to develop a system capable of reaching all disabled 
persons tn need, besides to educate and involve governments and public authorities in order to 
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improve the disabled persons’ quality of life, by changing the attitude of the communities 
towards disability and by improving disabled persons capabilities and self-reliance. The 
major objective of CBR program is to ensure that disabled persons become able to maximize 
their physical and mental abilities, have access to regular services and opportunities, achieve 
full social integration within their communities. 


Methods for implementing CBR 


The broad methods for developing CBR program include the formulation and implementation 
of policies to support it, namely: 


a. Jo encourage and support communities to assume responsibility for the rehabilitation of 
their members who have disabilities. 

b. To strength rehabilitation referral services for health, education and labor at district, 
provincial and national level. 

c. To establish a system for program management, monitoring and evaluation. 


CBR is not a single program blueprint, but an underlying set of values which should be 
applicable everywhere. Some of these values are: 


- emphasis on changing attitudes; 

- promoting accessibility; 

- participation of disabled people, and involvement of their families; 
- taking a holistic view of the disabled person; 

- tackling the three levels of disability prevention; 

- use of existing resources; 

- integrating disability in development. 


Sustainable CBR programs 
A CBR program can be sustained when three factors come together: 


a. The articulation of a need from the community. 
b. A response from within the community indicating readiness to meet this need. 
c. The availability of support from outside the community. 


An. isolated CBR project, which is not related to some Government policy or program, has 
very limited chance of being sustained. Sometimes an organization, in its zeal to promote 
CBR, provides a great deal of external support to a CBR project which is not linked to 
Government policies or priorities. There may be a perceived need, and the community may be 
enthused, because of the initial external support. However, gradually as the external support 
decreases often the CBR program may wither first and die later. In many countries the 
catalyst for introducing CBR program has been one or more NGOs, elsewhere the program 
has been introduced on a national level by government. However, whatever the point of 
initiation, for a program to be sustainable it needs to be closely linked with the “government 
infrastructure”. In practice there is a great range of activities that are subsumed under the 


heading of “CBR”. 
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IV. The national CBR program context 


The project’s history 


CBR program in Vietnam was started in 1987. Referring to the success achieved in Tien 
Giang province (South of Vietnam), and realizing the weakness in the traditional way of 
providing services for the rehabilitation of disabled persons, the government of Socialist 
Republic of Vietnam has adopted CBR approach as a national strategy to cope with 
disability-related matters. In Vietnam, CBR program has its own local touch, both differing 
from the model of the WHO manual, and from other CBR programs in the world. It is not 
only different from these, it also varies within the Vietnamese context, from province to 
province, although there is an overall framework giving the program consistency. 


The legal basis for CBR 


The 1989 Law for the Protection of Children’s Health states that CBR advocated by WHO 
would henceforth be the National strategy for giving services to the disabled in Vietnam. 
Article 23 of this Law solicits that MoH, and MoLISA must provide the necessary facilities 
for rehabilitation centers, besides to cooperate with the related branches and social 
organizations to broaden the scope of CBR in order to prevent and limit the impact of 
disability and to use appropriate measures to help disabled people lead a normal life. 
Moreover, Article 47 of the same Law specifies that the care and rehabilitation of CWDs 
involves the responsibility of MoLISA and MoET. 


The synopsis history of CBR development in Vietnam 
Since 1987 up to now, CBR program has developed very rapidly in Vietnam as follow: 


e 1986 first contact between Dr. Tran Trong Hai and Save the Children/Radda Barnen 
Swedish (RBS) and proposal for CBR; 

e January 1987, translation of the WHO manual “TCPD” into Vietnamese by Dr. Hai and 
his staff; 

* March 1987 national CBR workshop conducted by Dr. P. Mendis (six pilots communes, 
Cai Lay district); in Tien Giang province and one commune in Ho Chi Minh City; 

e March 1988 one year evaluation; 

¢ 1989 extended to more provinces; 

e 1990 started Integrated Education for CWD; 

e 1991 started the support from other NGO’s’?: 

e 1994 started AIFO support; 

e 1997 official strategy plan for CBR in Vietnam by MoH (CPCC, NIES); 

e November 1998 new Ordinance on Disabled Persons in Vietnam; 

e 1999 establishment of the Disability Forum”; 

e 2001 establishment of NCCD. 


12 
Appendix a 

13 
Appendix c 
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CBR in Vietnam 


The situation of rehabilitation personnel to PWDs. 
A survey conducted in 1986 showed the following findings: 


Central levers 


“4 _—_Provanice level —___» 


10-15% 


75-80% <— Community————————_> \0% 


Distribution of the PWDs who can Distribution of the rehabilitation 


be rehabilitated personnel 


The training system for rehabilitation personnel tended to train personnel with skills helping 
the disabled persons in the urban and more developed areas only. From the pyramid one can 
very clearly to see the misallocation of rehabilitation personnel and the needs of PWDs to be 
met in terms of disabled person whose needs are thus poorly met. 


Objectives of CBR program since 1987 


1. To establish a CBR model fully integrated in the PHC system; 


2. To establish a system of training rehabilitation personnel from top down and bottom up. 
To develop a comprehensive rehabilitation system which consists of four components: 


Medical 

Educational 

Social 

Vocational training, income generation 


3. To evaluate all impacts of CBR, give recommendations to MoH and the government to 
issue necessary legislation and policy. 
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Legislation and policy 


1. MoH issued a general strategy to develop rehabilitation and CBR in 61/61 provinces by 
the year 2020. 


2. The National Assembly passed the 1989 law for Protection of People’s Health with one 
chapter stating “CBR should become a main strategy in Vietnam ”’. 


3. Disability Ordinance issued in November 1998 and reviewed 1n December 2000. 


4. Establish a State Coordinating Body. 


The situation of the rehabilitation staff categories trained 
after 10 years of CBR 
Central level: Ph.D., Masters, Rehabilitation doctors, Degree I, II, (CBR trainers) = > 120 


Intermediate level (province, district): Rehabilitation doctors, Rehabilitation technicians 
and CBR trainers = > 550 


> 


Community level: CBR workers, Volunteers = > 10,000 


1987 Po9°F 
Centra 
100% is 
Intermediate 
level 
20% 
Community 
0% level 


80% 
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Organization of CBR network in Vietnam 


Province District 


Tasks: — | Tasks: 
- Problem analysis, Planning, Training, ~ Train volunteers, to motivate-guide-address 
Monitoring CBR workers, and Monitoring 
Commune | Village 


Head of the health center 


Se 


a Lees 
ba ies 7 ee 


- Local Supervisors — 


~ Mass 
Organizations 


Social 
workers 


Nurses Teachers Women 


. 


Tasks Tasks: 


- Identification of PWD, Training the 


family of PWD, Make simple 
orthopedic technique, Refer PWD to: 


* Health, Education, Vocational training, job 


- Community awareness, Train volunteers, 
Support & supervise volunteers, Report & 


record 
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Model of development and training for 


CBR in Vietnam 
Form Duration Who trains who Managed by 
& 
training 
National 
CBR a National 
Bi ct | Steering 
gy ai Committee 
- National 
- Regional 
(leaders of 
different 
sections) 
Training course 3 weeks | bepciors ) Provincial 
3 | Ass. Doctors Stdering 
| 


Physiotherapists + er Committee 


Teachers — | 
Jf 


Seminar ———® 2days ——-> |- Provincial 


| 


Semilatieas= 1. day ———__——_»- 4) District 


Brigade nurses + = |» CBR Steering 

Red cross members + |<— aed 
eache at Comm 

Teachers + Volunteers. ox 


! 


Training course ——® 12 days 


Practical demonstration on Family 
DP at home discussion, 2g Family per cee ae Oe + 
meetings, using packages members Community 
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Disability data used 


In Vietnam, the causes of most disabilities fall in four major categories: Congenital, Diseases, 
Traffic-Work accidents, and Environmental agents (including war). The main sources and 
types of data on disability available in Vietnam are as follows: 


In 


Special surveys conducted by MoLISA and MoET/NIES and their collaborating NGOs; 
CBR data collected by MoH, CPCC, and collaborating NGOs; 

Service statistics from rehabilitation centers and orthopedic workshops run by MoLISA, 
the DoLISA, and MoH. 


this report, in making numerical estimation of the number of PWDs among the total 


population, we should consider the following problems: 


defining types and causes of disability, as some disabilities are easier to identify visually 
(e.g., amputees, Down’s syndrome persons, or totally blind persons), while other 
disabilities are more difficult to assess and confirm, especially in their level of severity 
(e.g., speech, strange behavior, or level of hearing loss). 

numerical estimates for various types of disabilities for Vietnam as a whole, have been 
made using estimates of the percentage prevalence of disabilities from two national 
MoLISA surveys and/or from MoH-CBR data. 


In addition, numerous disability project evaluations, needs assessments, and likely situation 
analyses have generated new data on PWDs and rehabilitation services, and have provided 
additional insights into the issues, problems, and program needs in the disability and 
rehabilitation field. Moreover, because program coverage is not complete and training of 
program staff in data collection is often limited, likely disabilities are underestimated or 
misdiagnosed. On the other hand, in the absence of reliable disability data collected from 
independent sources, we can only estimates the number of PWDs. Hence, the following tables 
and figures want to be illustrative and should not be viewed as precise estimation. 
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Table 1: Gender composition of PWDs with moderate and severe disabilities 
(by type and cause of disability) 


Number and distribution of disabilities and causes by gender 


isabili Total numiber;}|ztpeee ipMalesconivod hee streeMemale yoo // 3774 
cinta ai iad oa eae 
Swichi 
Strange behavior =; 8,003 asi —C«d eed 
[Ober i] Sass | 6 | Aeon ellesbeal 

Total*_ 1,481,284 | 948,077 |: 100 | ~— 533,207 | 100 


e Total numbers add up to more than the total numbers of persons estimated with moderate 
to severe disabilities in the 1994-95 MoLISA survey (namely, 1,297,695), because some 
persons had multiple disabilities. Number of cases for which information on type of 


disability is reported is more than the number of cases for which cause of disability is 
reported. 


Fig. 1: Types of PWDs in Vietnam 
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Table 2: Types of moderate to severe disabiities by age 


Number and percent distribution of disabilities by age 


Age 
Se ee 
525,331 80,529 361,277 83,525 | 32.9 


Type of 
_ disabilit 


oO 

= Lowerlimb | 6618 | 44 | 13% [06 | saeaa [55 | 9005__[ 37 
113 | 
10. 149 [88,070 | 89 | 28794 | 114 


Fig. 2: Types of moderate to severe disability by age group 
(1994-95 MoLISA disability survey) 
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Table 3: Cause of moderate to severe disabilities by age 


Number and percent distribution of causes of disabilities by age 
Cause of Age 
disability eee > ee. 16-59 Over 60 
% Number % | 
Congenital 123,981 291,000 33,338 
Disease 64,527 278,433 126,011 
Work accident 1,714 See! 2.2 4,832 
Traffic accident 3,710 Sh oe. 56,311 12.451 
3.2 


War-Related 
Other 


1,312,690_| 100 | 202,259 | 100 | a79.219 | 100 | 2311a |_| 


MOoLISA source 


Fig. 3: Cause of moderate to severe disability by age groups 
(1994-95 MoLISA disability survey) 
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V. Some aspects of labor and jobs for PWDs in Vietnam 


Introduction 


The number of disabled people (not including invalids, wounded soldiers, and workers who 
suffered from vocational accidents) in Vietnam is estimated to be about 6% of the population. 
The sample survey of severe disabilities, which was conducted by the Center of Scientific 
Information of MoLISA in 1994-1995, revealed the following findings: 


Se 
CEES 
On ‘ 


Lee 
CIM 
AE IO 


MOoLISA source 


Fig. 5:PWDs literacy level 
Urban 
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Fig. 6:PWDs and their profession 
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Vocational Training (VT) 


The Government regulations, state that there are some discounts, and social financial supports 
for the disabled trainees, as well as support for the training centers that give training for 
PWDs or special centers for PWDs. Labor Code articles 21, 125, 126 and the Disability 
Decree articles 18, 19 and the Governmental regulations 81/CP, 90/CP regulate in detail and 
guide the implementation of the Labor Code on VT and labor for PWDs, which states that the 
Government supports PWDs in the annual budget through expenditure on: 


¢ vocational training; 

e enterprises which employ disabled persons get a tax reduction; 

e loans with low interest; 

¢ vocational centers are supported initial infrastructure, tax exemptions, low-interest loans, 
and many other benefits. 


In order to help PWDs in training, the training centers must comply with the regulations on 
labor conditions, labor equipment, appropriate hygiene and safety in the working environment 
and give health care checks frequently to disabled people. There have been 56 vocational 
training classes given for disabled persons. 


Job creation 


The Government supports job creation for PWDs through regulations as follows: 


e low-interest loans; 

¢ policy in which enterprises must employ a certain percentage of disabled employees; 

e giving favorable conditions for special businesses for PWDs and the enterprises which 
employ many disabled person as well; 

e working status and time work for PWDs at the enterprises are followed the decision 
15/TTg (1992) of the Prime Minister, art. III of chapter XI of the Labor’s Code. 


The articles from 20 to 23 of the Disability Decree and the regulations 72/CP, and 81/CP of 
the Government regulate in detail and guide the implementation of some articles of the Labor 
Code, on the labor of PWDs. Article 125 of the Labor Code the regulation 81/CP of the 
Government regulate the enterprises of electricity, metallurgy, chemistry, geology, map 
survey, petroleum, mining, infrastructure construction, transportation of all economic sectors, 
all kinds of property must employ the PWDs as 2% of the work force. The enterprises of the 
other sectors must employ 3%, if the percentage of disabled employees in one enterprise does 
not meet this target, it has to pay some money to a job fund to help PWDs in employment 
(MoLISA, MoF, MoPI are combined to give a decision in which the enterprises don’t employ 
enough disabled persons have to pay for the job’s fund a minimum salary of one month). If 
the minimum employment of PWDs rate of an enterprise is 31%, it could get help from the 
Government in case of facing difficult situation the following facilitation: 


e capital support; 
e low-interest loans. 


The household farmers which are disabled people without any relatives using land to 
agriculture and reforest don’t have to pay taxes on using land. 


Some figure'* 


Up. to 1996, there have been 340 enterprises employing 12,500 disabled person and the 
Government supports 12.5 billion VND (around 893,000 US$), which includes 17 state 
enterprises the rest are cooperatives. There are 125 concentration manufactures, and the rest IS 
based on community. There are also 27 manufacturers in which each hires 100-250 disabled 
people. The national fund for employment loan capital for job creation 27.2 billion VND 
(around 1,950,000 US$) for blind people and about 8 billion VND (around 570,000 US$) for 
people with other disabilities. 


Vocational training situation 


Vocational Training services for PWDs are not numerous. Actually, VT is still a great 
demand which can hardly be met, both in term of quantity and output (job availability) 
expected. The actual VT system consists, of two VT centers run by MoLISA, and pre-VT 
section in most of the existing 72 special schools. The two VT centers for PWDs are located 
in Son Tay province, and at Thu Duc (formerly, was a center for war invalids) in HCMC, 
both with a capacity for 300 enrolments each year. A new regulation by MoLISA, set the 
percentage of PWDs as 70% of the enrolled total. Currently, training is available for seven 
professions: 


- Civil electronics: 24 months; 

- Civil electricity: 14 months; 

- Civil tailoring: 10 months; 

- Industrial tailoring: 3 months; 

- Office informatic: 5 months; 

- Automobile mechanic: 18 months; 
- Motorbike mechanic: 6 months. 


The remaining problems 


I. Transferring technology and technique guidance for enterprises of PWDs have not 
received much attention. These things help PWDs improve the quality of their products to 
compete in the market. 

- Jobs for PWDs still face many obstacles because their literacy level is low, most of them 
are poor and lack capital. Many have not been in training and need a job but are out of 
employment. PWDs who have job have average income equal 68% of people without 
disability in urban areas, and 70% of people without disability in the countryside. 

3. There is no research on job for PWDs to find out what kinds of jobs and occupations are 

available for PWDs in the different provinces, what kinds of jobs 


. : . sigan sh and occupations are 
suitable for each kind of disabilities and which could help in training and offering jobs for 
them. " 


rm 


'* MoLISA source 
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VI. Prosthetic & Orthotic production 


Distribution and client service 


Throughout the country, at least 23 government rehabilitation centers have P&O workshops 
(14 MoLISA, 3 DoLISA, 3 MoH). Moreover, 21 Leprosy Treatment Centers have 
physiotherapy and other rehabilitation services, a few of them have a small workshops that 
make some P&O devices as well. There are also, 34 hospitals within the Military Medical 
Service system, and some private organizations make P&O devices. The list of the main 


Orthopedic & Rehabilitation centers, and P&O workshops operating in Vietnam: 


MINISTRY OF LABOUR, INVALIDS AND SOCIAL AFFAIRS 


Orthopedic workshop (branch from Orthopedic/Rehabilitation Center Ba Vi), Hanoi 
Orthopedic/Rehabilitation Center Ba Vi, Ha Tay province 
Orthopedic/Rehabilitation Center Kien An, Hai Phong province 
Orthopedic/Rehabilitation Center Tam Diep, Ninh Binh province 
Orthopedic/Rehabilitation Center, Da Nang province 
Orthopedic/Rehabilitation Center Quy Nhon, Binh Dinh province 
Orthopedic/Rehabilitation Center, Ho Chi Minh City 
Orthopedic/Rehabilitation Center for Handicapped Children, Ho Chi Minh City 
Orthopedic/Rehabilitation Center, Can Tho province 


MINISTRY OF HEALTH 


SO NIAAKRWN > 


Orthopedic workshop, Viet-Duc hospital, Hanoi 

Orthopedic workshop, “Olaf Palmer” hospital (NIP), Hanoi 

Orthopedic workshop, Bach Mai hospital, Hanoi 

Orthopedic workshop, Dong Ha provincial hospital, Quang Tri province 
Orthopedic workshop, Hue provincial hospital, Thua Thien Hue province 
Orthopedic workshop, Nha Trang Rehab. Center for CWDs, Khanh Hoa province 
Orthopedic workshop, Da Lat Peace Village, Lam Dong province 

Orthopedic workshop, Rehabilitation Center, Vinh Long province 


DEPARTMENT OF LABOUR, INVALIDS AND SOCIAL AFFAIRS 


1. Orthopedic/Rehabilitation, Thai Nguyen Center for CWDs, Bac Thai province 
2. Orthopedic/Rehabilitation Center, Hanoi 

3. Orthopedic workshop, Quang Ninh province 

4. Orthopedic workshop, Thai Binh province 

5. Orthopedic workshop, Thanh Hoa province | 

6. Orthopedic/Rehabilitation Center Vinh, Nghe An province 

OTHER WORKSHOPS: 

1. Mr. Thang’s orthopedic workshop, Hanoi 

2. Mr. Loi’s orthopedic workshop, Hanot 


s 


Ba-Tru’s orthopedic workshop, Ho Chi Minh City 
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4. Orthopedic workshops & rehabilitation center in Vietnam 


MINISTRY OF LABOUR, INVALIDS AND SOCIAL AFFAIRS 
DEPARTMENT OF LABOUR, INVALIDS AND SOCIAL AFFAIRS 
MINISTRY OF HEALTH 

OTHER WORKSHOPS 
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Number and rate of the PWDs needs P&O!” 


Refer to the 1994-1995 survey conducted in 21 provinces by DoLISA (population surveyed 
21,039,000 persons) a total number of 107,074 (0,52% of the above surveyed population) needs P&O. 


Table 4: Rate according to the different types of P&O 


(compare with the whole P&O) 
Prosthetic Artificial Wheelchair & 
Limb Hand others 


Ortheses & Orthopedic 
corset shoes 
29.9% 31.6% 18% 


Table 5: Percentage of the motor disabled 
(in three different areas) 


Middle 


Disease 


Table 6: The results of providing P&O 
(from 1991 to 1998 


) 
Center Total Artificial Orthoses Orthopedic 
P&O Limbs & hands shoes 


Production and supply of P&O 


With the exception of private Prosthetic & Orthopedic workshops, the rehabilitation centers, 
institutes and workshops above mentioned, regularly collect data and report on P&O 
production and client characteristics. The different kind and number of Prosthetic & 
Orthopedic devices produced at prosthetic and orthopedic workshops in 1998 for amputees in 


Vietnam, can be noted on the following table 7: 


'> MoLISA source 


Table 7: P&O produced at orthopedic workshops 


_ T of P&O produced and supplied in 1998 
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Including all leg, arm, back, neck braces, orthoses, etc. 

Belongs to Tam Diep Center, were they make Jaipur BK limbs only. 

Data are for 1997: Thuy An Center imports 200 devices in 1997. 

**** 19/12 Hanoi Center, and Viet Duc Hanoi Center also made 694 and 1,000 crutches. 


* KK 


According the MoLISA estimation, on average, amputees require a new limb every three 


years. Using the MoLISA survey estimates of 107,000 amputees as the 
current amputee estimates. 
required to meet the present 
the current production being 


g less than half of the current need for prostheses (assuming that 
prostheses need to be replaced every three year). 


MOoLISA source 
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VIL. Education in Vietnam! 


Table 9: Classes, teachers and pupils 


Kindergarten 
| Nunes gees ae eae aoe 
LTS rae 1 A APRA PAP Sie Se. ee = 
Re 6A Ue BR i i Te ee 

Grade schools, classes and pupils 

Secoim eee. S22g Meee? | | |) ft) ee) Bhi Sel te 
Gaeta ae SEE SI SE Ee a cc SL 
 MiddieeSSsGtS. 5! mio @lalcia =| <latslclebelelsl. sks sereaml | 
 secommgeseg = 52 Se gr ees PT Per Price eamaeey | 
Grade teachers 

The whole country 
Primary 


Middle 
Secondary 


208,800 
65,100 


The education system 

As late as 1945, about 90% of the population remained illiterate. This began to change with 
the literacy campaigns begun by the Viet Minh leadership as part of its political mass 
education program. After reunification, illiteracy among adults fell sharply and more children 
received a formal basic five-year education. In January 1979, a resolution was taken which 


emphasized education as an important element in the ideological revolution. The following 
figures’ show the result: . 


enrolment rate of primary school-aged children: 91%; 

children aged 6-15 completing primary education: 61%; 

children aged five in kindergartens: 76%; 

360,000 children aged 6-15 are in non-formal education; 

percentage of the national budget allocated to education: 13%: 

ethnic minority children and children living in the Mekong delta are at special 

disadvantage because of the lack of bilingual education and schools; 

ethnic minority girls do not have the same access to school as boys because of traditional 

discriminatory attitudes; 

e the main reasons for children to be out-of-school are poverty, the vital need work, 
language difficulties, inadequacy of school curricula and increasing schooling costs. 


' Bookyear 1999, General Statistic office source 
~ Source: Vietnam Ministry of Education and Training 
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The development of Special Education programs 

The features of the new educational thinking of special education services in Vietnam is based 
on the Community-Based Rehabilitation approach, where the aims is training of local people 
with regular contact with children with disabilities’. The Community-Based. approach to 
education was introduced in Vietnam in 1990 by giving short training courses to a number of 
school principals from districts earlier involved in the CBR health activities. In 1991, the staff 
at the NIES held the first introduction course in integration and mainstreaming. The staff at 
NIES had been trained on special education in the former Soviet Union during the 1970s and 
1980s. No nation-wide special education services had been developed in the country, but only 
a few separate institutions and special schools exist, most of them in Ho Chi Minh City. When 
it was understood that many Vietnamese children with disabilities and other learning problems 
would never get access to the limited Special Education services offered, the IE approach was 
adopted. 


Education for CWDs after CBR program implementation 

The Center for Special Education, the National University Training and Development Center 
for Special Education, and INGOs such us: UNICEF, Save the Children/Radda Barnen 
Sweden, Kometee Twee, Medical Committee Netherlands Vietnam, Pearl S. Buck 
International, Catholic Relief Service, and Save the Children Fund/UK have been working to 
develop Special Education and Inclusive Education programs for children with disabilities and 
for some adults as well. The NIES and some NGOs have collected baseline survey data and 
program data to design, monitor, and evaluate the SE and IE interventions, although only 
limited hard data of program impact has been reported. The number of CWDs participating in 
these programs is still small compared to those children with disabilities in need of such 
education. In 1998 the MoH-MoET was reported to be working with IE in the following areas: 


e number of provinces that have inclusive activities 34/61; . 
e districts have inclusive activities 44/601; 

e number of classes, which have inclusive activities 11,000; 

e number of pupils 32,000; 

e number of participating teachers 10,000. 


Current situation* 

Estimates of the number of Special Education schools and Inclusive Education classes now 
operating and the number of disabled persons enrolled vary among sources. In fact, the HPU- 
TDCSE reports in 1996 a total of 104 schools for children with disabilities (of which: 54 for 
deaf, 14 for blind, 36 for mentally retarded). While, NIES reports that 72 schools for PWDs. 
Instead, a 1998 UNICEF report (by Bond and Hayter) also states that as of May 1997 a total 
of 72 special schools and centers (of which: 43 for hearing and speech impairments, 13 for 
visual impairments, and 17 for learning impairments. Moreover, it is interesting notice that 
two-third of those special schools being located in HCMC.) were catering to almost 4,000 
children with disabilities, with more than half of these children being deaf children. 
Educational status and literacy rates and level among disabled persons are far lower than in 
the general population. The 1994-95 MoLISA Disability Survey showed that 36.9% of the 
total of disabled persons are illiterate, more than 97% of disabled persons do not have 


> Helander E., and O’ Toole B., Both explain how to train personnel for CBR 
4 From Meta-Analysis of the data (Thomas T. Kane) 
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professional skills, and very few of them have completed a secondary school. Children with 
disabilities access to special schools has been limited. It has been estimated that in 1991 only 
1°% of children with disabilities had access to special schools, and in 1995 this figure had 
increased to 3%. Inclusive education for children with disabilities in mainstream schools has 
increasingly become the preferable alternative to meeting the educational needs of the most of 
the CWDs, both in terms of cost considerations and achieving social integration of CWDs in 
the community. 


Rate: classes with CWDs = 2.1%; CWDs attend regular school = 0.36%; Teachers for CWDs = 1.6% 


Fig. 7: Number of pupils, teachers, and classes 
(in school year 1998-99, by province) 
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VIII. Low-Income Household, PWDs included! 


Access to credit/savings through formal, Semi-formal, and informal means 


Formal sector 

The formal financial institutions providing services to the Low-Income Household (LIH) 
sector are affected by one or more of the following laws: the Law on Cooperatives, the Law 
on the State Bank of Vietnam, and the Law on Credit Institutions. 


e Vietnam Bank Agricultural and Rural development (VBARD) has the most extensive 
branch network nationwide and has plans to add to the 604 inter-commune branches now 
in place. It is state-owned and operate as a commercial bank. 

e Vietnam Bank of the Poor (VBP) was formed in 1995 for the express purpose of 
providing subsidized loans to poor households. They operate out of VBARD facilities and 
their sustainability is highly questionable. 

e People’s Credit Funds (PCFs) have been operating as rural credit cooperatives since 1993. 
They are viewed as very successful (981 operating at commune level) but are in a 
consolidation mode and not expanding at the moment. 

e The 19 Rural Shareholding Banks (RSHBs) in rural areas (31 urban) are the outcome of 
the mergers and reorganization of rural credit cooperatives. Their limited service area 
makes them an unlikely source for serious outreach to LIH. 


The semi-formal sector 

The semi-formal schemes aimed at outreach to LIHs are numerous and varied. Of the various 
social organizations (SOs) and government programs involved in micro-finance activities, the 
Vietnam Women Union (VWU) and the Vietnam Farmers Union (VFU) have by far the most 
experience. VWU has through its own S&C schemes provided loans to 100,000 Households 
(HH) and assisted another 641,307 members access credit at VBARD or VBP. VFU is 
thought to have somewhat less in the way of numbers but still an appreciable loan outreach. A 
further 67,000 people have had the opportunity to borrow and/or save through the 60, or so 
INGO C&S schemes that have operated in Vietnam. 


The informal sector 

The informal realm of lending found throughout the world is a significant part of the credit 
scene in Vietnam. Moneylenders, family, ‘friends, suppliers and traditional rural credit 
associations are the alternative sources of credit for a majority of rural HHs. It is the 
moneylenders who, despite their exorbitant interest rates seem to prevail in rural areas. 


The Vietnam Bank Agricultural Rural Development 
e Established in 1988, VBARD network grew from 463 service points in 1993 to 1,271 in 


1998. It now has 527 districts branches and 604 Inter-commune branches. The ratio of 
Inter-commune branches/Communes is | for 8-15 communes on average, 


' Outreach diagnostic report (Vietnam-Canada rural finance outreach project) 
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VBARD has switched from lending mainly to State Owned Enterprises (SOE) in 1998 to 
lending mainly to HHs in 1995. In 1998 loans are 30% to SOEs and 70% to HHs; 

VBARD operates with capped lending interest rates of 1.2% per month (14.4% per year) 
and a maximum gross margin of 0.35% per month (4.2% per year); 

4,000,000 rural HHs customers; 

Outstanding loan average: 4,100,000 VND (around 290 USD); 

VBARD has provided loans to 33% of rural HHs, and to 27% of rural LIHs; 

VBARD has provided loans corresponding to approximately % of amounts requested 
thereby satisfying approximately 15% of LIHs demand for loan; 

75% of all loans are for terms under 12 months; 

VBARD loans are based on a 70-80%/asset value ratio (sometimes as low as 20-50%): 
Assets owned by the potential borrowers 1s a most decisive criterion for lending: 

Land is the most commonly accepted form of asset/collateral. 


VBARD staff 


Total staff of 21,017 of which 60% are women; 

Credit staff of 6,050 or 29% of total staff. This ratio has declined from 41% in 1993 to 
29% in 1998. 34% of credit staff are women; 

Staff education level has been increasing over the years: 


- University: 23% in [9952 to 45% in 1997 
- High School: 50% in 1993 to 45% in 1997 
- Primary School: 27% in 1993 to 10% in 1997 


VBARD savings mobilization 


VBARD’s sources of funds have changed rapidly from depending on external borrowing 
to mobilized funds. In 1993 VBARD’s external borrowing represented 43% of its source 
of funds compared with 13% in 1997: 

Public savings mobilization grew at an annual rate of 50 to 60% over the last 4 years; 

64% total VBARD savings mobilized are in deposits of over 10 million VND; 

771% total VBARD savings mobilized are in deposits of over 5 million VND; 

88% total VBARD savings mobilized are in deposits of over 3 million VND; 

average deposit size in 9 provinces surveyed was 10.3 million VND; 

75% of public savings mobilized are short term (less than 12 months); 

2 savings products available at grassroots level: 


- term deposits of 3-6-9-12-24 and >24 month deposits; 
- demand deposits. 


Other facts 


Moneylenders charge interest rates of 5 to 10% per month; 
Approximately 31% of HHs have received Land Use Certificates (LUC); 
Female land title holders = 1/3 the number of men holding LUC; 

Female headed HHs received 20% of total loans approved for rural HHs; 
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VWU has reached 100,000 HHs in their S&C programs with average loans of 500,000 
VND (around 36 USD) for a total of 50 billion VND (3.8 million USD); 


Up to April 1997, 641,307 members of VWU received loans from VBARD or VBP. 


Different form of financial institution in Vietnam 


A. Formal rural financial institutions 


VBARD 


VBARD is foremost in the formal rural financial service sector. It provides over 75% on 
the credit extended by formal financial institutions to rural households. The VBARD 
branch network generally extends to the district level, but goes to the commune level in 
highly populated areas. In the past few years, VBARD has introduced a number of 


innovations to extend its outreach. 


In 1995, VBARD started a program of poverty-oriented lending, drawing from the 
government’s Preferential Credit Fund. At the end of 1995, the fund was transferred to 
VBP. 

The joint liability groups system is used to facilitate the management of loans. VBARD 
also works with SOs, especially the VWU and the VFU, to establish credit groups similar 
to the Joint Liability Groups (JLG). As well the bank works directly with the communes’ 
HEPR Steering Committee to form JLGs. In 1997, roughly 4 million HHs accounting for 
30-40% of rural HHs accessed VBARD loans. To date, VBARD has been the largest 
provider of financial services to LIH. 

VBARD is re-organizing its structure and notably the Credit Department for HHs and 
Cooperatives has been set up. The departments responsibilities are to built regulations, 
guidelines and models to outreach to rural HHs and cooperatives. 


VBP 


VBP was formed in 1995. Its major responsibility is to provide loans to poor HHs and 
promote the poverty alleviation programs. The VBP is institutionally “merged” with 
VBARD, except for Headquarters it has no separate staff and relies entirely on the 
VBARD branch network to carry out its functions. The VBP plan for 1997-2000 aims to 
extend loans to 80% of all poor HHs. By 1998, it has provided credit to approximately 1.3 
million rural poor HHs. 

The Bank is not financially sustainable as it provides credit at a subsidized rate. 


PCFs 


PCFs were established as commune-based savings and credit cooperatives modeled as a 
Caisse Populaire. 

The development of the PCFs has been supported by the Canadian bilateral aid program 
through Development International Desjardins. 

The PCFs model is a credit institution operating under the Cooperative Law, made-up of 
members who participate in the scheme by purchasing low value shares at 50,000 VND 
(around 3.5 USD). 
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» So far, there have been 981 PCFs operational at the commune level in 51 provinces with 
630,000 members. On average PCFs have a penetration rate of about 5% of the HHs at 
commune level. The average loan size is 4,200,000 VND (around 300 USD). 

e The operational model of the PCFs is to mobilize people’s capital and in turn lend it to 
other members. Lending and deposit procedures are simple and appropriate to the low 
education level of the rural population. Moreover, the diversification of credit and savings 
products has brought about a wide range of options to HHs that have different levels of 
income. PCFs’ mobilization has amounted to 400 billion VND (around 285 million USD) 
of which 154 billion VND (around 111 million USD) is refundable membership. PCFs are 
in closer proximity to villagers at grassroots level when comparing than those of VBARD. 
Deposit insurance is available. This makes borrowers and depositors confident about 
doing business with PCFs, and enables PCFs to expand their rural financial services. 


RSHBs 

e In 1998, there were 50 shareholding banks (31 urban and 19 rural) in Vietnam. Most 
RSHBs were the outcome of the reorganization or merger of rural credit cooperatives. 

e Only some RSHBs have lent to the poor and these were through the VWU. The Union 
organizes women into groups to enable them to obtain loans from RSHBs. 

e RSHBs are very cautious about expanding their lending to the poor, and therefore very 
doubtful in terms of effort to outreach to this sector. 

e The RSHBs studies showed the advantages that they had in delivering rural credit. 
Lending procedures are simple and staff rely on their knowledge of and close relationships 
with borrowers, who are sometimes relatives or friends. It is also the staff who help the 
applicant complete the required documents. The reliability and low cost of this processing 
are brought about by the dual roles of most staff, a technical personnel and shareholder. 
Another factor is the proximity of households. The bank’s limited service area consists of 
a few communes where the shareholders are residents. However, the limited service area 
hampers any increase in shareholders, deposits and borrowings. Borrowers prefer the 
RSHBs to other commercial banks. because of the farmers’ accessibility and _ the. 
institution’s fast, simple processing. However, all the RSHBs can not outreach to LIH due 
to their limited capacity to mobilize funds. 


Formal sector outreach 
Outreach to rural LIF 


PCF 500,000 ae Oe a ee 
RSHB [a ae | 

Market share of rural HH borrowers 

VBARD: 4,000,000/5,910,000 = 68%, VBP: — 1,300,000/5,910,000 = 22 %, 

PCE: 600,000/5,910,000 = 10%, RSHB: — 10,000/5,910,000 = 0.17% 


Access to credit by rural HHs 


e Despite the fact that a great effort has been made by formal financial institutions to meet 
the demand for credit, 51% of HHs remain unable to access this banking service. Many 
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are forced to obtain funds from the informal sector; which includes moneylenders who 
charge a high rate of interest; 

e It is estimated that there are 6.7 million LIHs in Vietnam, 26.8% of which (1.8 million) 
have access to VBARD. A further 16% borrows from VBP (9%), PCFs (4%), RSHBs 
(0.08%), or credit programs implemented by SOs (3%). The rest seek fands from 
informal sources (e.g., private moneylenders, relatives and friends). 


Rural financial policy 


e The main Government policy relating to micro-finance and poverty alleviation includes 
the program for Hunger Eradication and Poverty Reduction (HEPR), that aims to reduce 
poverty to 10% of the population by 2000 (it is already past). 

e The credit component is considered to be one of the most important elements in the HEPR 
program. However, the Government has not issued any policy specifically on micro- 
finance. 

e The policy of providing subsidized credit through government programs undermines S&C 
scheme of NGO’s, SOs, and banking services in rural areas. 


B. Semi-formal rural financial sector 


Social organizations 

SOs are quasi-governmental bodies, which retain close links to the government and are 
usually represented at four administrative levels: national, provincial, district, and commune. 
Many organizations as VWU, VFU, Veterans Association assist in the disbursement of loans 
under specific Government programs. Although their mission is not to provide C&S services 
but rather to act as social mobilization agents. Despite their organizational strengths SOs 
remain weak in financial management skills as they relate to community development for 
economic purposes. 


International Non-Governmental Organizations 

INGOs S&C schemes encompass around 60 projects. Total loan funds amount to USD 2.1 
million reaching more than 67,000 people. The variety of international NGOs schemes is 
reflected in their diverse objectives. Some are exclusively concerned with S&C. For others 
S&C activities are an entry point to communities to promote programs on health or family 
planning. Often S&C is seen as a means to promote income generation. The S&C programs of 
international NGOs in Vietnam indicates that they are effective at providing financial services 
to the poor. High loan repayment rates are reported, and successes have been achieved in 
savings mobilizations. However, these schemes are considered small in scope and nor 
sustainable in the long term as they rely on donors to cover costs. 


C. Informal micro-finance 


Despite the efforts to improve credit provision to rural areas, the formal financial sector can 
not meet rural HHs’ demands for loans, leaving a large berth for the informal credit market to 
operate. Private moneylenders seem to dominate the provision of capital to rural areas. 
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Social Organizations 


SOs in Vietnam consist of VWU, Youth Union, VFU, Vietnam Federation of Labor, and 
VFF. They emerged during the early liberation period (the 1930) to motivate the public to 
struggle for peace. In other words, these organizations were formed with a political motive. 
Recently some in particular VWU and VFU have incorporated S&C activities. 


VWU 

The VWU was established in 1930 as a social organization representing women of all social 
strata. The Union aims to protect the legitimate and legal rights and interest of women and to 
create conditions for women to realize equality and to participate in development. Every five 
years a national Congress of the VWU is held and attended by representatives of women 
throughout Vietnam. The congress elects a central Executive Committee of 99 members, 
made up of representatives of each provinces as well as representatives from the government, 
and other organizations such as the Trade Union, and the Youth Union. This Committee, in 
turn, elects the VWU Presidium of 15 members, which exercises executive power. The central 
office in Hanoi is divided into nine departments with a total of 232 staff. The department 
associated with the Outreach Project is the department of Family and Life (F&L) which has 
different divisions. F&L includes the division for S&C. At provincial level, a provincial 
Women’s Congress elects a Provincial Executive Committee, which oversees the VWU 
program in the province, while program implementation is carried out by the president, two 
vice-president, and the staff of the Provincial Women’s Union (PWU). The PWU office 
generally has a staff of about 20 (full and part-time employees). The office directs field 
operations through its district level office. The same structure prevails at the district level, but 
the total staff amounts to about five. The Commune Women’s Union (CWU) has a staff of 
three. At all levels, VWU works closely with the local People Committee to ensure that its 
programs fits the broader activities of that committee. The VWU is a mass membership 
organization of about 11 million women, and the membership is increasing with a 3% a year. 
VWU has a nationwide network from the central down to grassroots level of the hamlet and 
village. This organizational structure enables VWU to reach the poorest people in Vietnam. 
This is why many INGOs choose VWU to partner in their development programs. One of its 
great strengths is closeness to the people at the grassroots level, because staff are reaching a 
large membership in rural areas. 


Operations 


Like other organizations in Vietnam, VWU is also under pressure to initiate changes to 
comply with the shift to a market economy. The government budget allocation to them is just 
enough to pay basic salaries for their staff. In fact, present activities now largely exist thanks 
to development programs funded by international NGOs and others. VWU have expanded 
their programs in recent years. Development activities are now considered a strategy for 
operations and sustainability. A recent report by VWU shows that it has cooperated with more 
than 30 NGOs and other international organizations such as FAO, UNFPA, UNIFEM in 
implementing development programs with a S&C component. The key role of VWU in 
cooperating with outside organizations is to implement programs utilizing financial and 
technical assistance. Like other social organizations, VWU have no mandate to provide credit 
services, however, since the lunch of “Doi Moi”, credit provision has been considered as a 
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complementary activity. That is why, they cooperate actively with VARD and VBP banks. 
The main goal of VWU is to improve social and economic status of their members. 


Savings and credit activities of VWU 


To achieve their objectives, most programs of VWU have credit and savings components. 
Their C&S activities are categorized into two groups: 


I. serving as a group organizers and loan guarantors for VBARD and VBP. 
2. managing their own funds that come from members’ savings and grant from donors. 


Linking with banks 

Although a formal cooperation plan at the central level between VBARD/VBP and VWU has 
not been finalized, at some provincial levels they have cooperated in credit operations since 
1991. The cooperation process between VBARD/VBP and VWU is as follows: 


e CWU set up women’ group (10-12 members). Group activities include collecting 
principal savings, compulsory & voluntary savings: requesting DWU for support. 

¢ Group leader contacts VWU extension officer in charge of the commune to request loans, 
that provides training to the group leaders and helps them fill in the loan application. 

e Group leader finalizes documents to send to VBARD/VBP, that include: decision on 
group formation, operations regulations, minutes of group meeting, decision by the DWU, 
list of the members, loan application and contract to each member and group, 
authorization letter. 

¢ Group leader receives the loan proceeds and disburses to group member in the presence of 
the bank credit officer. 

e Group leader collects interest and remits to the bank on a monthly basis. 

e At maturity, the leader collects the loan principal to repay to the bank. 


For the time being, the VWU continues to regard the link with VBARD as an important link 
for its member and affords a wider and more convenient access to formal credit. The VWU 
has drafted a “Joint agreement between the VWU and VBARD” for the purpose of shoring up 
the link between the two in C&S activities. As of April 1997, VWU had inter-mediated 437.2 
billion VND worth of loans to approximately one million members. 


VWU’ source of funds 
a ab 
VBP [68.199 


Source 


437,206 684,574 es | 


Source: Annual reports of VWU 


The ability of VWU to produce a larger number of S&C groups is affected by a lack of funds. 
DWU staff salaries and travel expenses must be met out of the 25% allocation of VWU 
membership fees, which barely covers basic office and administrative expenses. 
Consequently, VWU needs to charge members for the use of services such as family 
planning. VWU at the district level has no vehicles, essential to get to remote areas. Even at 
the provincial level, VWU is dependent on the use of private vehicles. 
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Strengths and weaknesses of VWU in S&C operations 


- Can work according to comparative advantage- 
organizing, retailing money, while bank performs 
banking function. 

- Cheaper cost structure, do not need many managers. 


Weaknesses 


- Organization garners little direct benefit from work (except 
sometimes, a small amount of interest income). Organization 
does not own 
- Little incentive to control costs, as organization derives little 
direct benefit from activity. 


management capabilities/structure operations. 

- SOs can offer a moral guarantee to the bank, allowing 

for only rudimentary group formation activities. 

- Integration with formal financial system. - Does not promote competition in rural financial services 
Sele deiPicists cs aorta Age ient Gx Rate apeRsRORHSD dani 

- Organizations can reach the poor, a market that - Organizations also have difficulty-reaching poor. Financial 
instrument may have to be designed with poor in mind. 

- Local control of funds. 


administration costs. . 

- Savings not as secure as would be the case in formal banking 
system. There is no legal framework to protect savers. Saving 
mobilization is neither legal nor illegal. 

- Expanding coverage results in increasingly complex 
management structure. 


- Promotes competition in rural financial services. - Legal status is unclear. 


Own 
S&C 
schemes 


Human resources 

VWU has had intensive training on group mobilization through participation in UNFPA and 
UNICEF projects. While much of this training was related to family planning, it was still 
relevant to the sensitization of S&C groups. Staff traveled to Bangladesh, Indonesia, and 
Philippines to observe and receive training in credit. Further training related to the use of 
groups has also been provided by a number of other donors such as SIDA, Grameen Bank, 
Cashpoor, International Cooperation for Development and Solidarity (CIDSE), and CRS. 


Micro-finance services of SOs 


e In a S&C projects, the prime interest of a SOs is the economic improvement of its 
members, that not only serves this interest but also acts as a catalyst support of other 
activities. Mainly, there are two approaches in credit activities of SOs: 


a. SOs own and manage members’ savings and grants from donors such as INGOs. 
b. SOs serve as facilitators for the VBARD), and VBP. 


Credit activities of Sos 


Number of 


Organization Credit groups 


Borrowers Credit sources 

in USD million and in % 
VBARD & VBP 

a 


vv LN i 9 SC IR 
__ Total 157,000 1,622,089 220.1 , 


Source: Mr. Nguyen Xuan Nguyen and Stefan Nachuk (1998) a eeeat 
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The credit service offered by SOs is highly appreciated for various reasons of which: 


a. 


bere 


It can be channeled directly to targeted beneficiaries at the grassroots level, especially 
LIHs, poor women, and so on: 

It is community-based so it has more direct and closer contact with rural customers than 
formal credit institution: 

SOs often make small loans more efficiently and have higher repayment rates, mobilize 
local savings with flexible and simple savings schemes; 

It improve the participation of the people at grassroots level in social activities and 
ensures their voices are heard. 


International NGOs-rural micro-finance schemes 


At the moment approximately 60 S&C projects are supported by INGOs, 28 were reviewed 
for the study, nine in-depth. Inspite of differences in scope (fund size), coverage (regional) 
and objective (targeted beneficiaries), most INGOs consider that provision of credit to the 
poor is critical to improve their living conditions. Poor women, ethnic minority poor, the poor 
in rural remote areas, and people in needs in general such as PWDs, street children etc. are the 
focused beneficiaries of these rural small S&C schemes. Credit schemes supported by donors 
amount to an aggregate USD 2.1 million, making loans to an estimated 67,000 beneficiaries in 
rural areas’. Major advantages of many INGO’s S&C schemes include: 


a. 


Their outreach to rural communities is greater than that of formal credit institutions, as 
they focus directly on the grassroots level. This approach helps them to avoid many 
administrative and bureaucratic procedures; 

They target customers move precisely than formal credit schemes. Beneficiaries are 
usually poor women, poor ethnic minority groups, poor young mothers, or PWDs; 

They help to promote the participation of local people/beneficiaries in the operation of 
small S&C groups; — 

Local savings mobilization is considered an important factor to ensure the sustainability of 
rural S&C schemes. Savings in combination with credit re-enforces the sense of 
responsibility of borrowers. This also helps to prove that even the poor are able to save, 
and that pooled small savings can become appreciable amounts; 

A market approach to interest rates has been applied in S&C schemes. This is an 
important step towards building sustainable rural small S&C schemes; . 

They have flexible systems of savings, credit provision and repayment. The bulk of 
operations take place at grassroots level. Small savings or small repayments on a 
weekly/monthly basis are suitable and within the capacity of LIH; ae 
Most S&C schemes have provided training to beneficiaries and local mass organizations. 
This has improved local capacity in credit management, and contributes to sustaining 
S&C group operations; 

A guarantee fund or savings account at VBARD or VBP, and the fact of risk sharing has 
encouraged the banks to outreach to target beneficiaries at grassroots level. 


? Micro-finance in Vietnam UNDP, Hanoi 1996 
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Limitations include . 

a. Most S&C schemes have extremely limited coverage. Their operations are within the 
targeted communes’ boundary; 

b. Having no legal status, they are not institutionally sustainable; 

Most small S&C schemes have no official linkage with formal credit institutions; 

d. Most local extension workers are not working for S&C schemes on a full time basis. 
Accordingly, they do not try their best to improve credit activity (e.g., group meetings, 
monthly savings, timely repayment). Some have even given up the position assigned 
under the scheme when offered better job opportunities; 

e. Post-lending appraisal and study are not conducted. It is time consuming for a local 
manager to master banking skills (e.g., training, practice, work, and so on) which are 
necessary to maintain grassroots S&C operations. They are often deciding on loans to 
beneficiaries after participating in a short-term training course. Learning on-the-job does 
not seem to be an appropriate approach to improve rural S&C schemes. 


O 


hs and weaknesses of formal financial institutions 
Strengths Weaknesses 

- Unofficial fees raise the cost of borrowing for clients; 

- Willingness to improve outreach comes from 

government rather than from VBARD’s strategy; 

- Not targeting rural LIH; 

- Many rural areas still not covered; 

- Mixed commercial credit with government subsidized 


Streng 


Organization 


- Largest network to provide credit service in rural 
areas; 

Willingness to improve outreach by following 
collateral free group lending up to a ceiling of VND 5 
million, inter-commune transactions offices and mobile 
banking operations. 


- Subsidized credit; 
- No financial sustainability; 
- Deeply depend on VBARD (staff, offices). 
- Most loans are short-term; 
- Initial growth is focused on richer areas and richer 
clients. 


- Focus lending to the rural poor; 
- Impressive outreach achieved in a short time; 
- Good relationship with local government. 
- Market approach credit service; 
- Owned by its members; 

- Focus on local savings mobilization; 


- Commune-based credit service. 


hs and weaknesses of informal financial schemes 


Strengths Weaknesses 


Semi-formal 


- Large national networks reaching to the commune 
and village levels; 


- No function of credit provision; 
- No institutional sustainability in term of financial 


Social - Have tried different micro-finance schemes; service; 
; a t - Willingness and eager to mass mobilization through | - Lack of skills and staff for large-scale intervention in 
Organizations | credit service; . S&C; 


- Loan repayment is higher than other formal credit 
schemes; 
- Focus on 


- Insufficient understanding of financial sustainability 
of credit schemes; 

- Depending on outside support. 
- High operating cost; 

- Isolated and small coverage; 
-- Low financial fund. Dependents on concessional 
funds; 

- Due to small scope, can not reach sustainability 


poor members. 
- Effective in reaching the poor; 
- Target customers are clearly identified; 
- Market approach; 


- Have good experience and knowledge of micro- 
finance schemes; 
- Appropriate technical assistance; 


- Focus on sustainability and self-management of 
grassroots 


International 
NGOs 


Informal 


- Convenient, simple and local; - High cost to the poor; 


Informal - Market interest approach; - Very poor are excluded; 
Rraiiteial - Lender and borrowers know each other well; - Loan in kind at high interest rate; 
- Good local saving mobilization; - Most loans are small and short-term; 
system - Independent operating - Isolated operation; 
- Are not encouraged to become formal credit 
a organization 
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IX. Impact of CBR program in Vietnam 


Some important impacts 


National impact on PHC 


CBR checks up and stimulates other PHC programs such us Expanded Program 
Immunization, and Family planning; 

fully integrated in PHC system: most of CBR workers and intermediate level workers 
belong to primary health existing network in coordination with horizontal and vertical 
programs (e.g., Nutrition, EPI, Leprosy Elimination, and Mental illness): 

involvement of whole system of health services and referral system (communal health 
Station, district, province and central levels). 


Impact on development rehabilitation system 


On training manpower and strategy the most important achievements from the CBR program 
have been: | 


the adoption of new curriculum for training rehabilitation technicians (formerly called 
physiotherapist) in three National schools: Hai Duong, Danang and HCMC; 

new curriculum in training rehabilitation oriented mainly on CBR in Medical Colleges as: 
Hanoi, Hue, HCMC; 

54 mid-medical schools at 54 provinces; 


10,000 CBR workers trained; three Dr. Ph.D. with the research related to CBR, 70 first 
level doctors specialized in rehabilitation medicine, and five second level specialists, five 
doctors, two professors, five postgraduate students, and 55 physiotherapists. Moreover, 20 
doctors are being trained to be specialists in rehabilitation; 


In addition, thanks to CBR program the referral system is developed as follows: 


communal health stations have been upgraded with basic equipment for better work of 
assistant doctor mainly for prevention of disabilities; 

25 rehabilitation department at district level with CBR have been set up and equipped 
with fundamental rehabilitation equipment (most locally made); 

12 provincial rehabilitation departments have been established, 

two out of three rehabilitation schools have been repaired to train rehabilitation 
technicians; | | 

rehabilitation departments such as “Olaf Palmer”, and Bach Mai hospitals in Hanoi, have 
become coordinating and training resource centers for CBR in whole country; 

with financial support from ‘international NGOs", it has been issued and delivered 
nationwide the following teaching and information materials, translated in Vietnamese: 


- WHO Manual “TCPD”; 
- Disabled Village Children, by David Werner; 


> MoH source 
* Appendix: C 
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- CBR guide used for teaching and management; 
- many other text books have been printed in joint cooperation with other centers. 


Facilitating other CBR projects through 

e video tapes made by Vietnamese TV on CBR shown on Vietnam television; 

e radio and major newspapers took active part in increasing public awareness towards 
disabled persons; 

e the National Steering Committee for CBR merged into the Vietnam Association of 
Rehabilitation (VINAREHA) founded in March 1991 with the main objective and strategy 
to develop CBR in the country. 


International 

e CBR experiences of Vietnam have been shared in some regional and international 
seminars, conferences and congresses (e.g., Italy, Indonesia, Philippines, Mongolia, 
Thailand, India); 

e WHO headquarters sent in Vietnam for two months some doctors from Mongolia in order 
to be trained on CBR approach, and some doctors from Cambodia in study-visit. 


Five conditions to start and maintain new CBR projects in Vietnam 


People’s Committee, and community involvement 

e health section; 

social affairs; 

education; 

mass organizations (Women’s Union, Youth Union, Red Cross etc.): 
finance. 


Manpower (who implement techniques of rehabilitation in CBR Services) 

e disabled persons, and family members: 

e CBR workers (trained integrating in PHC, brigade nurse, Red Cross members, etc.); 
¢ PT, rehabilitation specialists. 


Referral system 

e¢ communal health station; 

e rehabilitation unit in district hospital; 

e rehabilitation department of provincial hospital: 

e rehabilitation centers (NIP, Bach Mai in Hanoi and Children hospital in HCMC). 


Materials 


e material for making appropriate technical aids; 
e manuals for training. 


Funds 
¢ from international organization (UN, NGOs): 
e from local resources. 
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Fig.9: The results after 10 years of the National CBR program 
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Some indexes” 

e provinces covered by MoH’s CBR program 25, districts 56, and communes 630; 
population surveyed 4,410,000 persons, 

the disability ratio 5.4 %; 

percentage of PWDs who needs rehabilitation 30%; 

children with disability 30-40%, 

e the ratio between male and female, who have disability 44 and 56 %. 


Among 118,919 disabled persons in need of rehabilitation: 


- achieving good results in rehabilitation 96,324 (81%) 
- achieving fair results 22,595 (19%) 


Among 96,324 disabled persons achieving good results: 


- adult | 62,610 (38%) 
- children 33,714 (35%) 
of which: 

- adult integrated in society with jobs. 21,230 (38%) 
- children having access to school 10,788 (32%) 


The fact is that with Community-Based Rehabilitation approach about 70% of the disabled 
persons can be rehabilitated right at the community. Moreover, 1n its efforts the CBR program 


has educated people on disability prevention as well. 


cee a oe 


5 MoH source (Hanoi, 10-1998) 
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Fig. 10: The plan to develop CBR in Vietnam 


Year 1987-1997 Year 1997-2000 Year 2000-2020 


Commune 
District 


* MOH estimation 


List of provinces with CBR activities 


North mountainous: Cao Bang, Thai Nguyen, Lang Son. 


Middle region: Vinh Phuc, Phu Tho, Bac Giang. 

Red river delta: Hanoi, Ha Tay, Ha Nam, Hai Duong, Haiphong, Nam Dinh, 
Ninh Binh, Thai Binh, Ha Tay, Bac Ninh, Hai Duong. 

North central: Thanh Hoa, Nghe An. . 

Median central: Quang Binh, Quang Tri, Da Nang, Thua Thien Hue, Quang Nam, 


Quang Ngai, Phu Yen. 
Central highlands: Dac Lac, Lam Dong. 
Southern region: Khanh Hoa. 
South-eastern coastal: Tay Ninh, Binh Duong, Vung Tau, Ho Chi Minh City. 
Mekong river delta: _ Ben Tre, Tien Giang, Vinh Long. 
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Experiences 


1. 


yy. 
5, 
4. 


The health care network, and the community profile of Vietnam are very appropriate to 
develop CBR program. 


The combination of all professions at all levels seems to guarantee the success of CBR. 
The families of PWDs are of pivotal importance. 
The financial help from international organizations is very important. 


The major remaining shortcomings® 


high demand of rehabilitation but low responses (rehabilitation network is not yet largely 
expanded). Current establishments are located in narrow premises with old-fashionable 
equipment, lack of specialists in occupational therapy, speech therapy, and psychology 
therapy; 

demanding for high investment, but limited budget response; 

the combination between CBR and PHC 1s necessary but health network at local level has 
not met the demand of rehabilitation; 

rehabilitation needs the contribution of the community, but the socialization is still 
inadequate; 

applying social equality for the disabled persons, but the policy system for them is not 
uniformed, 

information, education, communication activities about rehabilitation need more 
considerations in order to involve the communities. 


Proposals’ 


Pursuant to the Ordinance 37/CP on June 20™ 1996 of Vietnamese government on orientation 
for Public Health Care towards the year 2020, the proposal for the develonatey of 
rehabilitation are as follows: 


the government should allocate more funds in the CBR program; 

CBR should rely on the national health care program; 

the provinces, the provincial health services should obtain financial support not only from 
the MoH but also from local sources; 

to enlarge opportunities in jobs for the disabled persons in general, and inclusive 
education or special education for children with disabilities in the specific, besides 
changing the environment in order to provide at all disabled persons “barrier-free” access 
to public places; 

supports from international organizations are very needed and helpful to develop the CBR 
program in Vietnam. 


° MoH source (Hanoi, 10/1998) 
’ VINAREHA source 
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AIFO-VINAREHA project location 
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X. Overview of AIFO-VINAREHA CBR program 


General information about AIFO 


The Italian Association Friends of Raoul Follereau (AIFO, acronym from the Italian 
“Associazione Italiana Amici di Raoul Follereau”) is an independent, voluntary and non- 
profit organization committed to promote equal rights and opportunities for the disabled 
persons. AIFO is recognized by European Union and by the Italian Ministry Foreign Affair 
for projects of development cooperation and collaborates actively with United Nation 
agencies, especially with the World Health Organization. AIFO started collaborating with the 
Rehabilitation Unit of the WHO for promoting CBR approach in the last ten years, and this 
has become one of the major areas of activities. 


The main goals of AIFO’s CBR programs 


One 

To support the existing National Rehabilitation programs in the countries where AIFO 
operates. To emphasizes a CBR approach in line with UN Standard Rules and the WHO’s 
strategy of using local resources, structures, and run the rehabilitation activities (70-80%) at 
the community level. | 


Two 
To support institution building of partner organizations. The focus is on organizational 
development and on increasing the advocacy capacity of local partners and DPOs. 


Background 


Who took the initiative? 

In 1991, AIFO-WHO participated in a joint visit to Vietnam in order to assess the situation of 
PWDs in the country. The MoH of Vietnam asked for the collaboration of AIFO in starting 
CBR programming in some areas of the country. In the beginning, the Vietnamese 
Government proposed one province in the South, one in the Central and one in the Northern 
part of the country for starting that program. Due to logistical reasons, later AIFO suggested 
to concentrate the activities in three provinces in the North of Vietnam, and this proposal was 
accepted by the Government. A fourth province was added later after consultations with the 
National Leprosy Elimination Campaign program (LEC) to carry out a pilot study on the 
integration of rehabilitation care of disabled leprosy persons with other disabled persons in a 
community setting. The MoH of Vietnam indicated VINAREHA‘’ as local partner for carrying 
out the program. AIFO carried out the first feasibility study for this project at the beginning of 
1992 jointly with the rehabilitation unit of WHO. As a result of this a tentative plan of action 
for the introduction of CBR was prepared by VINAREHA. This plan was discussed during 


* Vietnam Rehabilitation Association (VINAREHA) is a local organization and all the persons having any kind 
of responsibility in rehabilitation field are members of VINAREHA. As organization has more flexibility for 
operating, in addition this also ensures collaboration with all the state infrastructures for the program. The board 
of VINAREHA is constituted by five persons belonging to different government bodies related to rehabilitation 


matters. 
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the second visit to Vietnam at the end of 1992, and a pilot project for testing the project 
methodology in Dong Hung district (Thai Binh province) was started in June 1993. The 
impact of this pilot project was assessed in a joint mission by AIFO-WHO in March 1994, 
and in 1995 a plan of operation was officially signed by the Foreign Relations Department of 
the MoH. 


Brief information about the project 

The project presented by AIFO, and co-financed by EU code: ONG/PVD/1996/141/IT. is 
started on 1° June 1996 and expired on August 1999 (currently, AIFO still supports 
VINAREHA). The main objective of the project was to introduce and gradually expand a 
CBR program in four provinces of Vietnam. At the central level (Hanoi), a National team of 
CBR was be prepared which was then supposed to conduct training courses in pilot districts in 
four provinces. At the end of 1996, a change in the project plan was forced due to the sub- 
division of Nam Ha province into two provinces (Ha Nam, Nam Dinh). This meant that the 
project was now going to cover five provinces instead of the original four, even if the total 
project area was the same. 


Project implementation 


Local partner, date of creation and legal status 
VINAREHA, was created on 15 March 1991, and legally recognized by Vietnam Government 
- for coordinating and managing the CBR program. 


Terms of agreement with AIFO 

The Government of Vietnam has officially appointed VINAREHA as AIFO’s partner for 
implementing CBR program. The overall responsibility for VINAREHA lies with its 
President Prof. Nguyen Xuan Nghien, who is also the chief of Rehabilitation Department at 
the Bach Mai hospital in Hanoi, and professor of Rehabilitation at Hanoi Medical College. 
Responsibilities for specific activities of CBR program have been distributed among the 
members of VINAREHA, 


Experience of VINAREHA 

It has been the first project of CBR to be managed by VINAREHA. However, the members of 
VINAREHA are figures of national importance in the field of rehabilitation. Some of them 
like Prof. Nguyen Xuan Nghien and Dr. Tran Trong Hai have been associated with the 
formulation of national policy on rehabilitation and have done pioneering work in the field of 
rehabilitation. Dr. Hai, and the National Institute Pediatric (NIP) in the Children’s Hospital 
“Olaf Palmer” of Hanoi, have been collaborating with international NGOs for the past six 
years for starting CBR activities, specially for CWDs. 


General strategy for Community-Based Rehabilitation 


CBR can be considered as the Primary Health Care for rehabilitation and it is an important 
part of the strategy for reaching the goal of providing health for all. CBR is multi-sectoral 
approach in order to satisfy all the different needs of the disabled persons as: medical 
rehabilitation activities (physiotherapy and orthopedic aids), integration of the CWDs into 
regular schools, and vocational training for gaining employment as everybody. CBR program 
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has based above all on the transfer of knowledge about the disabilities and rehabilitation 
activities to the PWDs and their families. 


Program locations 


The CBR program has been implemented in five provinces’: Hoa Binh, Thai Binh, Ha Nam 
Nam Dinh, and Ninh Binh. 


Objective 


General objective of the program is to rehabilitate the disabled persons and contribute to the 
development of the communities. 


Plan of action 


Starting a CBR project in a province 
Assessment of political commitment of provincial authorities by the central team 
Formation of provincial CBR Committee 
Selection of pilot district and communes 
Organization of provincial introductory seminar 
CBR training course for district and commune level persons 
Training of rehab. workers and first survey in the villages for starting the project 
Setting up of rehabilitation services at district level 7 
Identification of key persons 
Prevention of disabilities at commune health stations 
Field activities by district and commune level personnel 
Refresher courses and upgrading courses 
. Rotating credit funds 
Orthopedic aids for physically disabled persons 
Supervision of activities 
Data collection and analysis 
Education for CWDs 


ODS OSS Bem aS resem 9 ao op 


Activities 


[Implementing team : a8 
The central team members from Hanoi have an important role in the beginning of any CBR 


project in a new province. They have to contact the provincial leaders and to motivate them 
for supporting the program. They are also going to take part in the initial training program in 
the provinces, until a team of key persons from the province is identified and trained in order 
to become trainers. The tasks and functions of the central team are: 


e to develop a strategy and program plans for CBR project implementation; 


e to formulate the role of each involved department in all administrative levels in the 
development and guidance of the CBR project; 


” Appendix: D 
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e to co-ordinate the involved sectors; 
e to develop plans for the financial and human resources of the involved departments; 
e to monitor, supervise, control and evaluate the implementing teams. 


Initial preparation in the province for starting a CBR project 

Once the central team is satisfied with the political willingness and motivation of the 
provincial authorities, a provincial CBR Steering Committee is formed. The vice-mayor of the 
province is asked to be the president, other members are provincial heads of health, labor and 
social affairs and education, and representatives of provincial mass organizations (€.g., Red 
Cross, Youth Union, VWU and DPOs) are also represented. The participation of these 
different groups is important for ensuring their involvement and collaboration with the project 
at all levels for carrying out the activities. The task and functions of this SC are: 


e to study the disability problems existing in their province; 
e to develop program plans; 

e to conduct training for CBR workers; 

e to monitor and control over the activities; 

e to make reports to the central team. 


Selection of districts and communes 

In the beginning the project is launched in 8-10 pilot communes of one district of the 
province. These are later going to inspire and to serve as a model for other districts and 
communes. The selection of the right pilot (should be an average one “not too rich not too 
poor”) area (should also reflect the different possibilities of local condition “urban and rural, 
easily accessible and difficult to reach areas etc.) is very important for the future success of 
the project, even though, the most important factor is the motivation of the political leaders 
and authorities to the project philosophy. Thus, a successful project is going to stimulate other 
districts and communes about the utility of CBR program and to ensure its extension. After 
the identification of the pilot district and communes, a CBR Steering Committee is formed 
which is similar to that formed at the provincial level, namely, the chief political authority of 
the district is hominated president of the SC, while the medical officer in charge of the district 
becomes the committee coordinator. The task and functions of this SC are: 


e to assist the community in project planning and implemenxation; 
e to train volunteers (field workers); 
e to motivate, guide and address volunteers; 


e to provide technical guidance for medical, social, education and work needs; 
e to prepare reports. 


Provincial introductory seminar 

The introductory seminar is organized in the provincial capital and is of two day’s duration. 
All important authorities, political, social leaders from the province, pilot districts and 
communes are invited to participate. The objective of this seminar is to raise public awareness 
about CBR approach and to prepare the different authorities for the needed collaboration. 


Moreover. the seminar explains the CBR methodology-philosophy as well as the roles which 
different public and private bodies can play in the project. 
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CBR training course for district and commune 
nse dhe lt ditched GA rn ge oe 
Apart from the members of the comin aos ‘at ia aioe pe Soar aie a 
from the provincial hospital as teachers to 4 Kl in et no + ish peg eielaeh sada . 
corte ciabiowsiia Ckie individual topics. Head of the rehabilitation 
tt ovin pital as well as teachers from nursing and physiotherapy (PT) 
colleges participate in this course. The medical officer in charge for the district health services 
and two or three persons (health workers, teachers, Red Cross members, etc.) from each pilot 
commune also participate in the course. Other participants come from the district 
organizations (e.g., Women’s and Youth Union). The aims of this course is to teach the 
participants about the diagnosis and rehabilitative care for seven major group of disabilities. 
During the course, participants practice carrying out “house-to-house” survey for 
identification of PWDs, as well as do assessments for identifying who can benefit from the 
CBR program. During the course they are taught in making simple orthopedic aids, and rather 
then giving them ready-made answers, they are encouraged to use their-own imagination to 
find out innovative ways of responding to the problems related to disability and rehabilitation. 
The WHO manual “TCDP” on CBR is the chief teaching instrument and a copy of the manual 
in Vietnamese has to be provided to each participant. Moreover, the course gives opportunity 
to the central team members to assess the teaching abilities of participants, for identifying 
persons with leadership qualities, motivations, interest and capabilities about CBR, who can 
later become the “key persons and trainers” for the whole province. 


Training of rehabilitation workers 

The persons trained at district course, play an important role in the training of persons who are 
going to work in the field simply called “CBR workers”. At least one or two persons from 
each village-hamlet are asked to undergo this training and so in each commune a total of 8-12 
CBR workers may be trained. They can be the village health agents (brigade nurse), 
volunteers of different organizations members or family members and so forth. Each training 
course covers two or three communes and the total number of the participants may vary from 
20 to 25. Like the district course, in the commune course also, the seven groups of disabilities 
and the rehabilitation activities are covered but here the emphasis is more on practical training 
and field work. The main teaching instrument remains the WHO manual “TCDP” on CBR. 
During the course the participants prepare a detailed map of their own commune in which 
each student can fill in information about their own village-hamlet. All the houses in the 
villages are surveyed using the WHO questionnaire and all houses having a disabled person 
are marked on the commune map. Thus, all persons identified are assessed for their need of 
training and supported through the CBR program. At the end of the commune training course, 
each CBR worker should know: how many PWDs there are in their village; where they live; 
how many of them need training and care; how many of them need orthopedic aids and so 
forth. The tasks and functions of CBR workers are: 


e to identify PWDs through house-to-house visits; 
e to train the PWDs and their families; 


e to help produce simple aids; 
e to report PWDs who need to be referred to the different sectors, 
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Setting up of rehabilitation department in the provincial hospital | 

For supporting the community-level activities and providing referral services for complicated 
cases, a rehabilitation department is set up or strengthened at the province hospital. Apart 
from the training of the personnel, a set of standard equipment is to be provided. 


Rehabilitation services at the district hospital 

At district hospital also, intermediate level referral services are set up through the 
establishment of rehabilitation units, with a standard set of rehabilitation equipment. Setting 
up of a two way communication system between the referral services and the communes is 
also very important so that persons treated at district and provincial hospitals can continue to 
be followed by commune level personnel. 


Identification of “key persons” 

The chief of rehabilitation department at the provincial hospital and the medical officer in 
charge of district health services are two “key figures” for the success of the project. In 
addition to them, some other key persons have to be identified in each province who show 
better motivation, willingness, interest and capabilities. These persons receive upgrading and 
refresher training courses for becoming resource persons and teachers for the extension of the 
program in the uncovered areas. 


Field activities for district and commune staff 

The district and commune level staff have the responsibility to visit the field for supervision 
of activities of the CBR workers and for data collection. To facilitate these field visits, each 
commune receives a bicycle while the district receives a motorcycle, and the district 


authorities are responsible for providing funds for petrol and maintenance. The tasks and 
functions of local supervisor are: 


e to assist the community in the program planning and implementation; 
e to train volunteers (CBR workers); 
e to motivate, guide and direct volunteers: 


e to provide technical guidance for medical, social, educational and work needs; 
e to make reports. 


Data collection 
The data regarding every disabled person involved in the program is collected according the 
suggested-modules of WHO. Communes have to transmit their data to the districts once a 


month, districts send their data to the province hospital once in three months and these in turn 
also send the data to Hanoi every three months. 


Recording and reporting 

Four different types of questionnaires have been made and used (two for disability 
information at province and district levels)-(two for disability detection at commune and 
village levels), in order to identify type and seriousness of the disability and to confirm age 


and sex of the PWDs as well. Moreover, general information about the CBR workers are 
gathered. The following agreed indicators and the agreed method of data collection!”: 


10 ‘ . 
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TX: general information at province level: 

e 2 A/B/C/D: general information at district level: 

e 3 A/B/C/D/E: general information at commune level: 

© 4A/B: general information about the CBR workers. 


Data review 
From the complete forms, the following data can be noted: 


Table 1: Summary of area and population en 
Province Area Population Density Urban Rural 


(Km2) (x km2) districts districts 
(Towns) 


Thai Binh [1590 [1.785.600 | L193 | 


1,670 1,888,400 1,126.7 
830 734,400 874.3 


Female Urban 


— 100 932,500 103,200 1,682,400 


918,800 


340,000 


757,600 
Ninh Binh 884,100 


* At the end of 1996, Nam Ha province has been divided into two provinces: Ha Nam and Nam Dinh. 


Table 2: Medical staff (as of 30- 9-1999 by province) 


Province | Population | Doctors | __Assistant doctors [| Nurses Midwives | 
sige ere | eed a era 
Nam Dinh CES Ss On oe See 
Thai Bink 28) 
sats me Le 
Poa |, ee ee pie |) oat | 


Number of 
village level 
rehab. Workers 


| 


Total 


Population 


Background of village level rehabilitation workers 
Drop 
Brigade Red Cross | Teachers scene, Family out 
nurses volunteers Veterans | members 
33 
— usa 
296 
(34.9%) 
180 
(25.5%) 
52 
ae a oa 
Fld EO (113%) 
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Table 5: Summary of the number PWDs identified 
(between 1996-99) 


District District Number of PWDs PWDs who have PWDs who have 

PWDs in need of shown progress been integrated in 

Province rehabilitation in the last 3 the society in the 
years last 3 years 


“communes Population “Disability « % of total “% of PWDs in “o% of PWDs in 
need of need of 


with rates PWDs” 


CBR’ total ite* rehabilitation” rehabilitation” 


communes” 


Thai Binh (26/36) (3.44% (40.30%) (48.10%) (23.10%) 
Tien Hai 58,701 2,885 1,589 68 50 
(15/35) (4.91%) (55.10% (4.30%) (3.14%) 

Nam Dinh (22/32) (3.49% (65.10% (58.90%) (19.70%) 


) 
) 10%) 
My Loc 66,366 3,846 806 372 297 
5 kaa oe Saws ob 
Binh Luc 152,120 9,769 709 
(21/21) (5.60%) (16.00%) (30.80%) (24.33%) 
Hoa Bia (14/29) ; (3.46%) (21.00%) (15.30%) (7.02%) 
(10/37) (6.43% (20.50%) (31.40%) (0.71%) 
Ninh Binh (16/16) (7.77%) (47.60% (5.18%) (0.28%) 
(7/7) (6.91) (50.80%) (1.90%) (1.30%) 


896,564 48,494 21,151 6,689 5,228 
(rate from 4 (43.61%) (31.62%) (24.71%) 
districts = i 
(8.60%) 


‘ Identification based on house-to-house survey (based on WHO classification of 
seven functional categories of disabilities). 

 &s Progress criteria based on ability to perform activities of daily living (ADL, self care, 
or move around the house/village). 

ar Integration criteria based on increased independent ability (to attend school, 
participate in family life, do a job, carry out household activities, or take part in 
community activities). 

* KK x 


Rates have been calculated for four districts that have completed surveys of all 
COMmmMunNeES, 


+ 


Fig. 1: 


Districts survey based on house-to-house 
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Ei Tien Hai 
OY Yen 
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district population number PWDs 


Fig. 3: PWD who have shown progress 
(in the last 3 years) 


i Dong Hung 
& Tien Hai 
OY Yen 

GH My Loc 

& Binh Luc 


Ei Kim Bang 
EiLac Son 
Ei Kim Boi 
Hi Hoa Lu 
Tam Diep 


PWDs with progress 


Fig. 3: PWD who have shown progress 
(in the last 3 years) 
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Fig. 4: PWD who have been integrated 
(in the society) 
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Table. 6: Number of grade schools, classes, and classrooms 
(in school year 1998-1999) 


Province Number of grade schools Classrooms of grade schools 
Middle Middle 


529 257 

2478 
293 
Hoa Binh 
22,524 | 13,055 14,336 | 10,066 


Table. 7: Pupils of grade schools in school 
(as of 30-9-1999 by province) 


Fig. 5: Identification of CWDs in Ha Nam, Nam Dinh, Ninh Binh, Thai Binh, Hoa Binh 
(different disability groups, based on "House-to-House” survey) 


Moving No feeling Strange behavior Hearing-Speech Learning Epilepsy 
EHaNam Nam Dinh OThaiBinh ONinhBinh Hoa Binh 


oe = ‘al meen Se 
Total CWDs in age school Total CWDs attend schoo! 
Ei Ha Nam & Nam Dinh 0 Thai Binh O Ninh Binh & Hoa Binh 
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Table 8: Teaching materials printed 
(between 1995-1999) 


N10 macualeen = ane 
CBR Oudine p= 5 SOOT ET 
Monitoring patients cards p————3,000_SFRFT Ee 


VINAREHA newsletter 


Table 9: Equipment provided 
(between April 1994 to November 2000) 


Description 


Teaching Medical rehab. Medical rehab. Office materials 
materials equipment equipment 
(X province + district level) (x commune level) 


Province Transportation 


- | Mekong jeep - | Camera - Speech therapy = 2 P.C. @2sprint: 

- | Toyota minibus - 1 TV set equip. set - 2 Air-con 

- | Motorbike - | TV camera. | - 2 Photocopier 

- | Bicycle - 1 Overhead - | Safe + 1 Set office furn. 


-3 Motorbike - | Overhead - 2 Sets - Set x 10 - 6 Shelves medicine 
- 10 Bicycles Comm. - | PC+1 printer 
-4 Overheads | - 3 Sets - Set x 21 -9 Shelves medicine 
- 27 Bicycles Communes - | PC+] printer 
- 22 Bicycles Communes - | PC+I printer 
Communes - 1 PC+i printer 


Description of a standard set of medical rehabilitation equipment: 


Wooden therapy, Electric stimulation machine, Exercise bicycle, Galvanic machine, 
Ultraviolet + Infrared lamps, Battery recharge power unit, Weight tools, Rubber ball, Running 
bench. 


List of training materials used in the CBR training courses: 


WHO manual. “TCPD”; Guideline for CBR; VINAREHA annual newsletters; Disabled 
Village Children; Where there is no doctor; Workshop on CBR and country experiences of 
CBR programs; Prevention of disability; Rehabilitation for stroke patients; Essential action to 
minimize disability; Therapeutics exercises-Foundations and Techniques; CBR of the rural 
blind - A training guide for field workers; Occupational therapy; Inclusive Education; Speech 
therapy. 


Table 10: Summary of training courses 
(conducted between 1994-99, includes training conducted during pilot phase) 


Type of training Number Total number of 
Organised participants 


CBR awareness seminar (for province and district leaders and others interested) 15 
1] 


20 


CBR supervisor training at district and province levels 

CBR worker training at commune level 

Special courses: Bobath techniques (restoration of motor function after stroke, 
how to use appropriate technology), credit fund seminar, CBR management. 
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Table 11: Number of technical aids obtained, produced or distributed 
(between 1994-99) 


8 
3 


ra 


Ninh Binh 2 


Table 12: PWDs who have benefited from vocational training or income generation 
(between !996-1999) 


Province Vocational training Found employment Given loan to begin small business 
7 =P ettiinis siogoTS - Pt ipa 


3 
ea | eed ome 

Thai Binh —— eS erm Tee re 
a... 1) ae oe E 
9 9 


Ninh Binh 


Results 


After five years of implementation, the impact'' of the AIFO-VINAREHA CBR project in 
five provinces of Vietnam has resulted very positive. CBR project has shown a real 
effectiveness in its efforts for improving the quality of life of the PWDs. A some up of results 
can be illustrated as follows: 


a. from a total of 48,507 PWDs, 18,970 were in need of rehab. (39.10%), 6,689 of them have 
shown progress (35.20%), and 2,536 have been integrated in the society (13.36%); 

from 3,687 school age CWDs, 678 has attended regular schoois (18.38%); 

79 PWDs have run their small business according to the SCs regulation; 

community awareness on disability related matter have considerably improved: 

good impact on development, and training manpower for the rehab. referral system; 

the medical referral system has supported the CBR program implementation. 


mono s 


Mor _ 
Evaluation by Dr. Manoj Sharma 
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XI. The relevance, the effectiveness, and impact of the 
AIFO-VINAREHA CBR program 


The relevance 


So far, AIFO-VINAREHA CBR program, has provided material benefits to the PWDs, their 
families, and the communities covered, including supplying aids and equipment, funding for 
operations, and has facilitated access to programs such as inclusive education and poverty 
alleviation. Training has empowered PWDs themselves, their parents, and volunteers. Of 
course still some weakness and threats, but there are also many stories to illustrate the 
effectiveness of training to identify the needs of PWDs and setting objectives based on these. 
For instance, the impression given by some Steering Committee members, volunteers and 
parents is that there has been a shift in attitude in the community. In fact, there is more 
concern for PWDs, and there is also less “teasing”, and parents have more optimistic view of 
their children’s future. Moreover, the parents of disabled persons are supporting one another, 
and now have more knowledge of how to build on their children’s abilities. With a more 
positive view of their disabled persons, they fell less vulnerable, and are drawing closer to 
neighbors, who also have a greater understanding that disabled are not “disposable and 
useless” an attitude that is often applied, even to children with relatively minor impairments. 
In some areas, it still remains as major obstacle to overcome the belief that parents of a 
disabled must have committed some sin in this life, or past lives, and that given birth to a 
disabled child is their punishment. 


The effectiveness 


There are many positive benefits for the PWDs, and the program’s justification is that, it is 
helping disabled persons to realize their potential inclusion in their communities as well as the 
communities to have better understanding about disability related-matter. The program have 
delivered many materials and other benefit, aids and equipment have been supplied, 
rehabilitation techniques employed, and operations paid for. Knowledge has spread from 
professionals to volunteers and parents. Moreover, through the involvement of all community 
(which have included disabled and non-disabled persons), social activities have been initiated, 
even though still weak. The volunteers that still working are advocated for the program, and 
mothers reported an increasing confidence in themselves and their PWDs. However, the 
participation of PWDs remain low. Despite, the importance and relevance of such program, 
and even after several years of CBR implementation, the development of focal resource 
people is limited, and above all local resource still not accessed. 


The impact 


The impact of CBR program at local level has been positive. It has alerted people to new 
ways of working with PWDs, which helps very much to reveal their abilities. It has been 
empowering indeed, for parents and volunteers to realize that there Is a very simple 
technology which they can use, that is systematic, which can produce positive, and practical 
results, and radically changes their expectations of their PWDs’ life chances. 
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XI. Summary of observations, reflections, 
comments, and recommendation 


Observations 


Psycho-social problems are emphasized 

Most of the households state that the most important problems in they experience are of 
psycho-social nature. In fact, almost one third (1/3) of PWDs expressed a desire to improve 
their relationship with their family and/or household members as well as the community at 
large. This is a strong indication that interpersonal relations are a priority and that attitudes 
towards disability must be improved both at the personal and at the community level. 
Moreover, more than half of households reported financial difficulties and poor access to 
proper medical care and educational institutions as a challenge. 


Work is an option many choose 

Despite not being paid adequately and often ending up with jobs that are less appealing and 
career oriented than others, PWDs are seeking employment and even manage to attain a 
certain degree of financial independence. Substantial differences in economic activity exist 
between people living with disabilities and those without. Although, this rate is low but it still 
promising, and it shows that PWDs can be productive members of society and they can 
contribute to its development. However, that work and income are often not adequate for 
PWDs, and the most likely source of income for PWDs are either part time or seasonal jobs. 


Lower school attendance for CWDs 

In the areas covered by AIFO-VINAREHA, the percentage of children without disabilities 
who ever attended school is around 91%, while the corresponding percentage of the CWDs 
seems to be around 18.38% (national level average around 0.36%). The educational 
attainment of those living with disabilities is remarkably low as compared to that no disabled 
people. Of those, who were lucky enough to attend school only 36.00% were able to do their 
homework by themselves the rest needed extra help. Now, despite a recognition that Inclusive 
Education offers better access and improvement in the quality of education for all disabled 
persons in school ages. Unfortunately, in today’s Vietnam there are still obstacles to the 
implementation of a national policy of “inclusion” for children with disabilities. Being aware 
of these obstacles can help to have a look at the data on education collected by the National 
Institute Education and Science. 


A desire for more formal and informal training 

Most of the disabled persons interviewed expressed the need to receive formal schooling, 
vocational training or a chance to be enrolled in some rehabilitation center. For instance, their 
desire to receive vocational training is linked to centers that train only disabled persons, but 
these vocational centers targeting only disabled persons tend to further isolate them from 
society, rather than promote their integration. In addition, equipment and human resources in 
such centers are often limited and of poor quality. Moreover, the possibility of receiving 
vocational training in an simple or ordinary training center, rather than the specialized one, is 
still perceived as a realistic option. Thus, effective approaches for integrating disabled persons 
must be further explored directly in their communities. 
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The right to be fully integrated 

Disabled persons have a right to be fully integrated in their own communities not only in 
terms of schooling and to access services that meet their needs. The principle of full 
integration is well stated in the Universal Declaration of Human Rights, the UN Standard 
Rules on the Equalization of Opportunities for PWDs and the Salamanca Statement. These 
international documents serve as guidelines for the work undertaken by AIFO. 


Public health must be strengthened 

In the area of health, the collected information tells the number of hospitals, health centers, 
clinics, doctors and nurses present in the country, whether the availability information about 
physiotherapy or any kind of specialized equipment still confused and not well known. 
Moreover, the medical staff's experience with disability still limited, as well as the level of 
experience or lack of it in diagnosing, treating and classifying seven major types of 
disabilities. That is why, the current public health care system often fails to identify 
disabilities and intervene at an early stage in a child’s life. 


Disabled People’s Organizations are a resource 

The Disabled People’s Organizations could represent an important resource for designing, 
planning and providing services for disabled persons. Many of the members that belong to 
these organizations are skilled but lack financing to start up (e.g., income generating 
activities). They should represent a valuable source of know how for the communities they 
live (at least in this area). The DPOs experience and first-hand knowledge of disability places 
these organizations in a unique position for planning and coordinating social services together 
with the government sector. Through DPOs, the public sector has a chance to collaborate 
directly with organized members of civil society (e.g., NGOs) and with people who are 
knowledgeable, willing and interested about disability. Very interesting is that, many DPOs’ 
member working in different government offices, nevertheless there is active resistance by the 
government to allowing these groups to develop. 


Are the Non-Government Organizations underutilized? 

Non-Government Organizations and the services they provide in the country are highly 
profiled value. According to NGO Directory (International NGOs, Foundations & Trusts in 
Vietnam) 1999-2000, 31 INGOs out of a total 271 INGOs operate in Vietnam, are working in 
the field of disability. Hence, INGOs represent an important resource for the country, which 
probably is not yet fully utilized for providing services to disabled persons, despite most 
INGOs are quite resourceful in terms of available funds, staff and equipment. Therefore, with 
a more deeper collaboration and co-operation among the INGOs themselves, Ministries and 
different bodies involved in disability related matters, can develop a coordinated rehabilitation 
sector in order to provide more opportunities and to maximize the services for disabled 


persons. 
Reflections 
How do the PWDs benefit from CBR? 


The Community-Based Rehabilitation program has its strength in mobilizing local people, 
besides providing them means in order to improve the general conditions of disabled persons. 
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Even though, still remain many shortcomings, the work that has been done in Vietnam is 
really impressive. 


Medical progress 
The project has benefited disabled persons with certain disabilities more than others, partly 
depending on the skill and training of the CBR workers: 


- Difficulties in moving, is the most frequent disability. There has been remarkable progress 
by training with walking bars, walking chairs and crutches that are locally made. There 
has also been remarkable progress in the equipment (provided by AIFO and other INGOs) 
available in the rehabilitation units at provincial and district levels; 

- The CBR workers’ skill in coping with difficulties as strange behavior, speech-hearing, 
blindness is not impressive. While the CBR workers give good advice about the protection 
of children and of disabled persons in general with epilepsy, and how drugs can cure or 
reduce their fits; 

- Not every type and degree of disability can be expected to respond to rehabilitation 
training, whether or not of CBR type. 


Educational and social aspects 

The educational and social aspects of CBR have received less attention than the medical ones. 
The CBR workers do certainly try to influence the attitudes of the parents when it comes to 
promoting the independence of disabled persons and their contribution to household work and 
to learn simple tasks. They advise the parents specially for children to let them explore the 
neighborhood, and particularly to go to school. 


Integration in the community 

It is difficult to say anything substantial about the impact of Community-Based Rehabilitation 
program at a community level. People maintain that the attitudes towards the disabled persons 
have changed for the better. Yet, the Vietnamese often give the normative answers, explaining 
how things ought to be, not noticing how they are. By and large, the disabled persons and 
their families were rarely involved in CBR activities, except most of the time, as clients. In 
fact, there are none of them as members in Steering Committees or as resource persons within 
the program. It seems that the disabled people lack of representation. However, the family 
networks stand by their disabled and quite many families think that they have support from 
their neighbors and from CBR program. 


Comments 
Current policies and services in Vietnam 


Education 

° When talking about children or adults with disabilities, people often think of specialized 
institutes and exclusive centers. Most of people working in these places have very little 
professional knowledge and academic training on disability; 

e In many provinces, the admission of children with disabilities in the regular schools it 
does happen as a rule but still depends very much on the point of view of each individual 
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teacher or head-teacher, who in turn depends very much on his/her own experience rather 
than academic knowledge, if having disabled children in class; 

e For years, the integrated education program for disabled children in mainstream schools 
has already done by National Institute Education and Science. The only problem of this 


strategy/program is that it is still a pilot one with funding provided by NGOs, and has 
never been considered a national program. 


DoLISA 

This sector’s main focus is disabled people in schools or centers under its direction and 
veterans disabled during the revolutionary war. Hence, the majority of disabled persons living 
in communities are therefore out of its reach. 


Construction and transportation sectors 

Public utilities and infrastructure system are designed regardless of the accessibility of 
disabled persons. No specialized sections for the disabled have been found on roads, in 
schools, theatres, churches, pagodas, and even public restrooms. 


Health sector 

Major concentration of this sector is medical treatment and physical rehabilitation (e.g., 
Community-Based Rehabilitation implemented by MoH), rather than to improve and expand 
intellectual development among adults and children disabled. 


Committee for the Protection and Care of Children 

The CPCC has the responsibility for the national plan of action for children throughout 
Vietnam, which includes “care of disabled children”. The care usually involves gifts of rice, 
milk, money, and gifts on festival and national days. 


Effectiveness and sufficiency brought up by current services 

The vast majority of disabled people specially the children have very few chance to 
participate into both family and community life. In general, there are likely enough provisions 
and services given by the government, which could assure a better care of disabled people and 
in particular of disabled children. However, the tendency of sectorial bias, a direct result from 
separated responsibility and complicated bureaucracy have made these facilities insufficient 
and often unrealistic specially for disabled children. 


Recommendations 


Survey’ | 

An appropriate body (e.g., a National CBR coordination?) should conduct a representative 
national baseline survey on disability prevalence, causes, and types, including information on 
background characteristics, services received, and needs of disabled persons. All provinces 
should be included and the sample should be large enough to have statistically valid estimates 
of the major types of disabilities at the provincial or regional level, as well as the national 
level. Such large-scale survey could be conducted collaboratively by MoLISA, the MoH, and 
the General Statistical Office (GSO) because of their previous experience in conducting large 


'2 A Meta-Analysis of the data by Thomas T. Kane (October 20, 1999) 
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survey and/or disability data collection. The survey effort should be done in close consultation 
with the INGOs working in the disability field in Vietnam. International financial and 
technical support will be necessary for designing, implementing, and analyzing such a large- 
scale data collection. 


Introduce CBR as national strategy 

Recognizing CBR as cost-effective decentralized approach, the Government should support 
the efforts already made, and to extend CBR network all over the country. The Government's 
commitment to the development of CBR program should be expressed in the adoption of 
CBR strategy as one of the national development policies. 


Ministries and INGOs 

Ministries and INGOs should collaboratively identify, develop, and use key variables, 
definitions, and indicators to measure the progress of disability programs, in order to evaluate 
the impact of the implementation of the November 1998 Ordinance on Disabled Persons in 
Vietnam. 


Special and/or Inclusive Education 

Regardless of the exact number of children with disabilities benefiting from special education 
and inclusive education programs, still clearly that the number of CWDs benefiting from such 
programs fall far well short of the total number of CWDs in need of such educational 
programs. The relative role of IE programs versus SE programs to meet the education needs 
of CWDs will need to be considered in discussions and implementation of action plan based 
on the November 1998 Ordinance on Disabled Persons. 


Encourage disabled persons to organize self-help movements 
The establishment of a national cross-disability organization probably would be able to more 
strongly contribute to self-reliance of all categories of disabled persons. 


Proper project document 

In some cases, a more clear project document with a coherently formulated goal hierarchy, 
action plan, targets and budget, to facilitate projects implementation and future evaluations 
would be needed, if not necessary. 


Follow-up 

More follow-up data on disabled persons receiving rehabilitation services needs to be 
collected some time after the disabled persons receive their rehabilitation services 
(medical/surgical, physical therapists, IE, SE, vocational training, and so forth) in order to 
determine the longer-term impact of these efforts on improving the lives of PWDs. 


Information status on Person with Disabilities 

More information is needed in the areas of poverty status, marital and family living 
arrangements and support, community support for disabled persons, percent in need 
rehabilitation, percent receiving rehabilitation, and above all some indicators for measuring 
percent of PWDs integrated into the community (e.g., friends, participation in recreational, 
social and economic activities, aspirations and needs for the future, community attitudes, 
beliefs, awareness and behavior concerning PWDs), would be needed. 


Appendices 


Appendix A: Other rehabilitation activities by NGO’s 
List of some NGOs active in the field of rehabilitation in Vietnam 


e Comitee Two (K2-The Netherlands). Field office in Hanoi since 1991. This organization Is 
far the most and longest active organization in this field in Vietnam. They have worked in 
Vietnam since 1973. Special Education programs and Vocational training programs for 
blind, deaf, mentally and physically handicapped children have been their main focus 
since 1976. It consists of provision of teaching materials to the SE schools, SE teacher 
training, and development of medical support programs. The provinces Cao Bang, Quang 
Tri and Hau Giang are focus provinces in their programs. 

e Radda Barnen (Save the Children/RBSweden): field office in Hanoi since 1991. This 
organization works for the rights of the child and is active in Vietnam since 1987. RBS 
was the first to start CBR project, as a pilot project in Tien Giang 1n 1987. Since then they 
started CBR project in HCMC, Hai Hung, Vinh Phu and Thua Tien Hue. They work 
mainly with national SC of MoH (Dr. Tran Trong Hai) and PCs. Recently they have 
expanded their activities also to the field of Community Integration of Special Education 
(CISE). RBS supports its project financially and by bringing in foreign experts in this field 
as consultants. They finance also equipment for-and upgrading of rehabilitation 
departments in children hospitals and various activities concerning the rights of the child. 

e Save the Children Fund (SCF/UK): field office in Hanoi since 1991. SCF/UK became 
active in Vietnam in 1984 with some small PHC assistance in HCMC. SCF/UK expanded 
their assistance in 1987 and since then they support a variety of projects in Vietnam which 
include the Center for the Handicapped in HCMC which has been assisted with some 
equipment and with some training in community work and SE. 

e World Vision International (WVI-USA): field office in Hanoi since 1991. WVI is active 
again in Vietnam since 1998. Most of their work is concentrated in Quang Nam Danang. 
This work includes some PHC projects, a literacy and rehabilitation project for the blind 
and SE for deaf children in Danang. 

¢ Handicap International (H1-France): active in Vietnam since 1989. Their CBR project in 
Da Lat, Duc Trong and Bao Loc and development of provincial reference centers through 
training courses for the making orthopedic devices by using appropriate technology. 

¢ Catholic Relief Service (CRS-USA);: active in Vietnam since 1991. Their support a variety 
of projects in Vietnam. In CBR they are active in the field of Inclusive Education through 
the cooperation with NIES in Hanoi, Ninh Binh, Ha Tay, Quang Ninh and Hoa Binh 
provinces. 

e World Concern (WCI-USA): active in Vietnam since 1992. The purpose of their program 
is to enable CWDs to address their own social, vocational and economic needs. Projects 
location: Hai Duong, Danang and Quang Nam provinces. 

° Medical Committee Netherlands Vietnam (MCNV-The Netherlands): active in Vietnam 

since 1991. Their main objective is to support PWDs and their families in a sustainable 

participatory way. Their CBR project is in Cu Jut district. Da Lat province, 

Pearl §. Buck /nternational (PSBI-USA);: active in Vietnam since 1991. Their purpose is 

to help deaf and hearing-impaired children have access to IE and Opportunity to become 

accepted and productive members of society. The projects location: Bac Ninh. Hung Yen 
and Thai Nguyen (North): Long An, Dong Nai and Dong 1 hap (South), | 
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Health Volunteers Overseas (HVO-USA): active since 1992. Interdisciplinary teams of 
USA health care professional volunteers have been recruited to come to Vietnam to 
conduct short term training courses and workshops on clinical topics. 

Vietnam Assistance Jor Handicapped (VNAH-USA): has focused on the rehabilitation of 
people with moving disabilities. VNAH has cooperated with MoLISA to establish an 


orthopedic plant at the Central Vocational Training Center No 2 in HCMC (at Thu Duc, 


run by MoLISA). Since 1992, VNAH has been supporting the Prosthetics and 
Rehabilitation Centre at Can Tho (run by MoLISA). 

Vietnam Veterans of America Foundation (VVAF-USA): active in Vietnam since 1995. 
VVAF supports an orthotic clinic and lab. at NIP, and a similar clinic on the department 
of rehabilitation at Bach Mai Hospital both located in Hanoi. Using NIP and Bach Mai 
Hospital as joint bases of operation, VVAF implement a mobile outreach program into 
provinces surrounding Hanoi. The mobile outreach program want to bring rehab. services 


closer to patient’s home, villages, and communities. 


POWER The International Limb (UK): is active in Vietnam since 1998 for helping and 
create a prosthetic &orthotic service capable of providing for the needs of all mobility- 
disabled, and to generate an organization which is sustainable in the long term. 


International cooperation achievement in rehabilitation field 


Over last years (1996-1998) the rehabilitation branch has received assistance from 
international organizations and NGOs, making great contribution to the development of the 
rehabilitation on the following aspects: 


. 


In brief, over the last 12 years, thanks to the assis 
budget that has contributed to significant success 
rehabilitation branch in Vietnam, especially Community- 


; Expanding facilities, upgrading and buildi 


CBR program: from the initial assistance of the international organization and the State’s 
support to recent years, this program has brought basic benefits of caring PWDs. The goal 
it has been to improve the quality of life, to create equal opportunities for them, and to 
participate in the process of social integration. In comparison with other regional 
countries, CBR program in Vietnam has succeed in many aspects both in quality and 
quantity, although with modest investment. 


Establishing training program for secondary, university and post graduation on the 
rehabilitation. At present, Hanoi Medical faculty has enabled to train intern doctor, 
associate Ph.D and Ph.D on rehabilitation. The National Secondary Medical School No. 3 


has got many experiences on training technician of physiotherapy with Colleges and 


University. 


ng new centers for rehabilitation at central to 


local levels, some national and provincial hospitals and rehabilitation faculty in 


universities and secondary schools. 


tance particularly from INGOs and State 
on building and developing the 
Based Rehabilitation program, and 


training rehabilitation staff at nation-wide level. 


Appendix B: DIS-NETWORK People’s Organizations 
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Location: 12 Nguyen Cong Tru, Hanoi 


Established: 
Membership: 
Description: 


An organization of PWDs working as volunteers, following regulations approved by the 
Board and all the members. It is also member of Vietnam Rehabilitation Association 
(VINAREHA). 


Objectives: 


- Exchange information and further promote social concern for the creation of an accessible 
environment for PWDs; 

- Provide vocational training course for PWDs to bring them employment opportunities and 
create other services that facilitate integration into the community. 


Activities: 


- Cultural (e.g., take part in cultural and music shows); 

- Vocational training and employment (e.g., set up a career advisory office and a 
registration office); 

- Sports and Community activities (e.g., send bess to national and city spbrt 
competitions for PWD, organize wheelchair excursions) 


Association of Disabled Youth 

Bright Future for People with Disabilities 

Culture and Sports Club for PWD 

Hanoi Association of the Blind 

Rehabilitation and Vocational Training Center for Biind Youth 


Appendix C: Disability Forum - DF 
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Location: 
Khach San ATS, 33b Pham Neu Lao, Hanoi — Vietnam 


Tel/Fax: (84-4) 933.12.39, Email: forum@hn.vnn.vn 


The Disability Forum of the VUFO-NGO Resource Center includes all the organizations 
listed below. It’s aim is to promote cooperation, collaboration and better communications 
among NGOs, Disabled People’s Organizations and Government Ministries. Any group or 
individual interested in the issues related to disabilities and rehabilitation is welcome to join 
the forum. The issues addressed by the Forum include rehabilitation and health care services, 
employment, inclusive education, consciousness-raising and barrier-free access to public 
places. Country-wide workshops are conducted approximately every six months. A regular 
monthly calendar of activities is distributed by email to members of the Forum and other 
interested parties. A web-site will be established which might include postings of employment 
opportunities for PWDs. Databases will be developed for a variety of items of common 
interest, including human resources available for training and consultation, sources and price 
lists for materials and services required in health care delivery, and the like. 


AIFO Associazione Italiana Amici di Raoul Follereau 
CRS Catholic Relief Services 

CI Counterpart International 

DED German Development Service 

HI Handicap International 

HVO Health Volunteers Overseas 

ICRC International Committee of the Red Cross 

K2 Komitee two 

MCNV Medical Committee Netherlands Vietnam 
NRL Netherlands Leprosy Relief 

ODTA Office of Disability Technical Assistance 

PSBI Pearl S. Buck International 

POWER The International Limb Project 

POF - Prosthetics Outreach Foundation 

RADDA BARNEN Swedish Save the Children 

SCF Save the Children funds/UK 

VIETCOT Vietnamese Training Center for Orthopedic Technologists 
VAH Vietnam Assistance for the Handicapped 
VVAF Vietnam Veterans of America Foundation 
WwCcl World Concern International 


WVI World Vision International 
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Appendix E: Evaluation of AIF O-VINAREHA CBR program 
(carried out in June 1999 by Dr. Manoj Sharma) 


Summary of results at commune, district and province levels 


Findings from SWOT analysis at commune and village levels 


Identified Strengths 


Identification of PWDs through house to house surveys. It was mentioned in almost all 
interviews aS a Strong component of the program. E.g., in Dong Phong commune (Tien 
Hai district, Thai Binh province), the CBR supervisor, an assistant doctor, was 
interviewed. He was able to provide an accurate data of total population in his commune 
of 5,668 of which 223 persons had disabilities (3.9%), 42 people needed rehabilitation 
(18.8% of PWDs), and five of them had been integrated within the family (11.9% of those 
needing rehabilitation). He was also able to present gender-wise, age-wise summary 
distribution of this data in a form that has been locally developed. 

Community mapping. Each of the commune health centres visited had a community map 
depicting location of houses of PWDs. This pictorial representation was developed during 
the CBR training program and serves useful purpose in tracking PWDs. 

Number of CBR workers trained. In interviews it was found that in most communes on an 
average a CBR worker was dealing with 2-4 PWDs. This high ratio was identified as 
strength of the CBR program. E.g., in Dong Phong commune, the CBR supervisor 
mentioned that 22 CBR workers were trained in the commune for a total of 42 people who 
needed rehabilitation services (one for every two PWDs). One of the CBR workers 
interviewed in Yen Duong village (Nam Dinh province) was able to recollect the 
translator, Dr. Choung (who was her trainer two years ago), an indirect reflection of the 
good quality of training. 

Linkage with education system. In some of the interviews it was mentioned that 
integration of disabled children (primarily with moving difficulty) in schools was one 
strength of the programme. E.g., in Dong Phuong commune, the CBR supervisor 
mentioned that two of the CBR workers were primary school teachers and they have been 
able to facilitate 13 disabled children get into normal schools. 

Production of simple prosthetic, orthotic and orthopedic devices. The CBR program has 
been able to provide PWDs with simple devices using locally available technology. For 
example, a 72 year old PWD in Dong Phuong commune who had suffered hemiplegia SIX 
months ago was able to show a bamboo made support for walking up right in his hut and a 


_ locally-crafted crutch provided by the CBR worker. In Ninh Binh province a mother of a 


disabled child (due to cerebral palsy) who received training as a CBR worker made a 
tripod appliance which assists her child. 

Emotional support to PWDs. Rehabilitation of a disabled persons is a life-long process 
and often times the disabled are in need of emotional support. In Yen Xa village the CBR 
worker and the PWD both emphasised the crucial role the CBR worker had played in 
providing this needed support. The PWD was a young amputee. During her period of 
rehabilitation she also lost her two year old son to encephalitis which added to her misery. 
It was reassuring to note that the CBR worker took time to visit with this person everyday 
during this crisis. Similarly, in Yen Duong village (Tien Hai district, Thai Binh province) 
PWDs mentioned that CBR workers listen to them which was very important for them. 


Vill 


e Use of local funds to support CBR worker. In Kim Bang district (Ha Nam province), the 


local government has begun experimenting with an innovative system of providing 
incentive in the form of giving 20-22 kg of rice per month to a CBR worker. The incentive 
is provided only to workers who actively participate in the program and are present for 
regular meetings. This was a unique feature mentioned only in this district and other 
districts do not have such a system in place. 


Identified weaknesses 
e Income generation activities. It was mentioned that one of the key barriers in integration 


of PWDs back in the society is ability to generate income for living. This component was 
started only last year by the program. In the past one year the program has been able to 
initiate some activities but needs to do more in this area. The income generated as a result 
of activities was reported to be generally low. One disabled woman interviewed in Yen Xa 
village (Nam Dinh province) who had started a small kiosk was able to earn just about 
50,000 VNDs a month (about 3 US$). Another 35 year old disabled man (in the same 
village) who on loan (made available from partial AIFO funds and partial local funds) 
purchased a sewing machine has been able to earn up to 200,000 VNDs per month (about 
14 US$). Out of this earning, he is able to pay back 6000 VNDs per month toward loan 
repayment to the local government. It was a widely prevalent feeling that this aspect needs 
to be strengthened for making the rehabilitation process “complete”. 

Severe learning disability children. The interviews revealed that children with severe 
learning disabilities are difficult to integrate in the school system. Most of the students 
integrated in the school system are the ones with moving difficulty. 

Training of CBR workers. It was repeatedly mentioned in almost all interviews that 
training of CBR worker needed supplementation and continued reinforcements. There was 
a need for including modules that included more practical, “hands-on” demonstrations and 
skill building activities. 


Identified opportunities 


Need for upgrading training of supervisors and workers. There are some deficiencies in 
present training and some areas are difficult to grasp, particularly, rehabilitation skill 
developing aspects for both CBR workers and supervisors. Upon probing it was found that 
such training be conducted two times per year on a recurring basis and particularly when 
there is no harvest April and August were suggested as best times for such training 
programs. 

Selection of CBR workers. In the interviews it was pointed out that the best CBR workers 
were family members of PWDs and efforts in future programming needs to be made to 
recruit such people. It was pointed out in Ninh Binh province that other people who are 
better CBR workers include brigade nurses (who are responsible for immunisation 
program) and members of the Women Union (who are responsible for family planning 
program). 

Traffic accidents. In the Yen Xa commune (Nam Dinh province) it was mentioned that 
traffic accidents are on the rise that are adding to the burden of disability in this 


community. It was pointed out that there will be greater need for CBR related work in 
coming years. 


Newsletter for CBR workers. Some CBR workers felt that there should be a periodic 


newsletter sent to them after training to increase their knowledge, provide them with new 
ideas, and keep their interests in rehabilitation-related issues alive. 


Incentives for CBR workers. All of the interviews conducted revealed (either overtly or 


work. It was pointed out that all other programs provided incentives or monetary 
compensation for the services rendered by workers in those programs. 


Identified threats 


Expansion beyond medical work is difficult. CBR supervisors and workers felt that there 


are numerous difficulties in extending rehabilitation beyond medical work particularly due 
to lack of training. Needs with regard to accomplishing ADL, self care, mobility were 
being met to a large extent but socialisation, communication and vocational rehabilitation 
aspects needed more efforts. 

Multiple tasks by CBR worker. By and large in most interviews, those CBR workers who 
were not family members of PWDs mentioned performing several duties. In depth 
interview of a CBR worker in Yen Duong village (Nam Dinh province) revealed that she 
was working as a kindergarten schoolteacher (four hours per day). It was difficult to 
comprehend that she also worked for a women’s organisation (two hours per day), 
environmental education (two hours per day), nutrition education (two hours per day) and 
CBR work (two hours per day) besides agricultural harvest related work and performing 
usual household chores. 


Findings from SWOT analysis at province and district levels 


Identified Strengths 


Collection and_ availability of assessment_data about PWDs in seven categories of 


disabilities at the village, commune, district and provincial levels was identified as one of 
strengths by all focus groups. The data collection is being done through house-to-house 
surveys and classifies PWDs into the WHO categories. In each focus group discussion, the 
participants were able to present descriptive statistical distribution from their respective 
communities. 

Excellent referral system. The medical health care system in Vietnam is organised at 


province, district, commune and village (hamlet) levels. This referral system is also 


utilised by the CBR program and it was mentioned in almost all focus groups as strength 
of the program. 


-Wide representation of members in province, district, and commune level SCs. Focus 


groups revealed that average SC consist in eleven members. They are drawn from PWDs, 
families of PWDs, PC, hamlet chiefs, and different association. At Nam Dinh province it 
was mentioned that such a “socialised” structure of the committee has been a major 
strength where mutual co-operation from different people has been very good. In the case 
of Nam Dinh and Ninh Binh provincial SC it was also pointed out that the chairs of PC 
were committed to the cause of CBR and were also chair of the CBR committee such a 


commitment strengthens the program. 


Regularity of meetings between CBR worker _and_ supervisor. Some focus groups 


mentioned this aspect as a strong component. E.g., in Tien Hai district (Thai Binh 


province), it was mentioned that meetings between CBR worker and CBR supervisor are 
organised weekly. Generally such meetings involve sharing of tasks accomplished in the 
past week. In Kim Bang district (Ha Nam province), incentives are linked to attendance 
and presentation of weekly report by CBR worker in such meetings. 

Regularity of meetings between commune representatives and district level SC. Some 
focus groups revealed this as strength. E.g., in Tien Hai (Thai Binh province), it was 
mentioned that monthly meetings between commune representatives and district level SC 
are held. Generally, such meetings report activities of the past month. 


System of cross assessment between one commune and another commune utilising pre- 
established criteria in the areas of: 


(a) Management including follow-up at commune level, community mapping of the 
commune, regularity of SC meetings, and mainténance of CBR monitoring book at 
commune level; : . 

(b) Indicators of PWDs including documentation of proportion of PWDs showing 
improvement by total number of PWDs who need rehabilitation, proportion of PWDs 
integrated in the community by total number of PWDs who need rehabilitation, 
proportion of families involved in CBR by number of families with PWDs; 


most focus groups revealed existence of this system of rating in their communes and 
mentioned that their communes ranked high in such ratings. 


System of cross assessment between_one district and another utilising pre-established 
criteria in the areas of: 


(a) proportion of communes in the district implementing CBR; 

(b) regularity of SC meetings; 

(c) length of primary training according to standardised curriculum; 
(d) replacement training courses; 

(e) annual upgrade training courses; 

(f) funds allocated by local authorities; 


most focus groups revealed existence of this system of rating in their districts and 
mentioned that their districts ranked good in such ratings. 


System of cross assessment between one province and another utilising pre-established 


criteria in the areas of: 


(a) proportion of districts in the province implementing CBR; 

(b) regularity of SC meetings; 

(c) length of primary training according to standardised curriculum; 
(d) replacement training courses; 

(¢) annual upgrade training courses: 

(f) funds allocated by local authorities: 


most focus groups revealed existence of this system of rating in their provinces and 
mentioned that their provinces ranked good in such ratings. 
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e Income generation activities. Over the past few months some provinces have been able to 


experiment with “some income generation activities for PWDs that have been quite 
successful. E.g., in Nam Dinh province a Carpentry workshop has been established with 
involvement of PWDs, and sewing machines have also been distributed through a small 
loan. In Ninh Binh province, co-operation with provincial DoLISA has been established 
and some PWDs got involved in production of clothes, tooth picks, and straw rug. 

Nam Dinh province has a provincial orthopaedic centre. One of the important institutional 
linkages to the CBR program has been the orthopaedic centre at Nam Dinh with a 200 bed 
hospital, 93 staff including 16 doctors, 3 physiotherapists, and 20 nurses. This centre 
caters to six nearby provinces and has been able to provide effective acute rehabilitation 
services primarily for people with moving difficulties. 

Changes in attitudes. The Ha Nam focus group mentioned that as a result of the CBR 
program, people's attitude towards disabled has changed “there is less stigma’. Also the 
attitude of PWDs has changed “they feel equal to other people”. 


Identified weaknesses 


SC members feel overburdened. It was mentioned that committee members are required to 
perform. several tasks. Members are pulled in different directions from competing 
demands on their time from several vertical programs such as family planning, 
immunisation, infectious diseases control, iodine deficiency disorders programs, and 
others. Furthermore, meeting times sometimes conflict with harvest season and, therefore, 
members are not able to participate. 

System of planning from the top. It was mentioned that planning is centralised where 
committee members feel that they have tasks assigned from the top and are responsible for 
only implementation. Two of the focus groups mentioned this as a problem. 

Inactive members in the SCs. The active members of SCs are mainly people involved in 
the medical system and while the SC comprises of many members many of them are not 
active. Especially, the members from sectors other than medical do not actively 
participate. This inactivity in participation can be as high as 60-70 percent. Furthermore, 
one focus group discussion from Ha Nam province revealed that the SCs needed to meet 


more often. 


Limited experience with income generation activities. The CBR program has been able to 
experiment with introduction of income generation activities for PWDs only as a pilot 


project. Therefore, the learning has been limited and true success cannot be gauged at this 
point in time. 


Integration of CWDs other than moving disability remains a challenge. Three focus 


- groups mentioned that mainly children with moving disabilities have been integrated in 


the school system; however, integrating children with other disabilities is still difficult. 


Medical budget remains low. It was mentioned in focus group discussion at Ninh Binh 
and Ha Nam provinces that the medical budget for all medical activities remains fairly 


low. In Ninh Binh it was mentioned as 20,000 VNDs per person per year (about 1.5 USS) 
and in Ha Nam 5,000 VNDs per person per year (about 0.33 USS). 


CBR is not a national priority. It was mentioned in most focus group discussions that CBR 
while has been adopted, as the chosen strategy in Vietnam still it is not a national priority 


and thus funding and support for these activities remains low. 
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Social attitudes about disability and disabled still need to be changed. It was mentioned in 


focus group at Ninh Binh province that still there is need among members in the 
community to become aware about the needs of PWDs and need for CBR programs. 


Identified opportunities 


SCs meetings. There is a need to sustain the interest of participants of SCs to continue 
with regular meetings. The participants of the focus group in Tien Hai district (Thai Binh 
province) voiced, “Perhaps some funding may be allocated for monthly meetings”. 
Expansion of the programme to all communes in the district. E.g., in Tien Hai district 
(Thai Binh province), right now the program is present in only ten communes of the 
province. There are a total of 64 communes and the programme needs to be expanded to 
all these communes. Similarly, in Y Yen district 22 out of 32 communes have CBR. 
Enhance participation of SC members. It was mentioned that there is a need to enhance 
the participation of all members of the SCs at all levels. There is a need to either replace 
such dormant members or enhance the participation of non-active members. 

Composition of SC. It was mentioned in almost all focus groups that there is a need to 
enhance number of PWDs in the composition of SCs. At present the number of disabled 
varies between 1-2 people (10-20%) in most of the committees. This number needs to 
increase to at least 40-50% or 4-5 people. It is not difficult to achieve this extent of 
participation of PWDs, as has been the case with Nam Dinh province that has five 
disabled members in its committee. Participants also felt that participation of women in 
these committees need boosting, as at present their number also varies between 1-2. 
Training of SC members. In most focus groups it was mentioned that the training of SC 
members in CBR is, at present, purely “content-based” and SC members need to learn 
more about management processes, activity planning, conducting meetings, problem 
solving, and follow-up skills. The focus group discussion at Y Yen district also expressed 
interest in learning more about methods of IE (an approach that is aimed at including all 
children in normal classrooms fostering greater understanding about each others needs). 
The focus group in Ha Nam province mentioned the need to learn more about new 
techniques for dealing with cerebral palsy, more specific and specialised identification of 
disabilities, and advanced rehabilitation techniques needed to be learned at all levels. 
Commitment from PCs. Some focus groups mentioned that there is a need to enhance firm 
commitment from PC chairpersons and vice chairperson (Medical, Education and Social. 
who is most important person and controls 40-50% of the resources) to provide support 


for local funding. The internal support was seen as being vital for sustenance of the 
program. | 


Linkage with income generation activities. The participants mentioned that the CBR 


program has been able to pilot test some income generation activities over the last few 
months with limited budget and there is need to expand this over the next few years: 
Participants in Ha Nam province were particularly enthusiastic about such plans and 
Suggested introduction of credit schemes for disabled on a regular basis. 

Glasses for near-sightedness in children. Nam Dinh province participants pointed out that 
they have conducted a school-based survey in their province and found that 70% of the 


school going children are near-sighted and in need of glasses. Future programs can 
explore ways of addressing this disability better, 
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» Mass media message dissemination, It was mentioned in Ha Nam province that CBR 


percntrascin ‘oc hp be disseminated through TV announcements (40% households have 
access to IV), newspaper, commune loud speakers like immunisation program, However, 
discussion could not reveal what succinct message needed to be disseminated. 


Identified threats 
. ement of the WHO model. In some focus groups i ig. 
el! ps it emerged that the approach as 
laid out in the WHO manual needs to be improved. E.g., at the Tien Hai district the focus 
group participants mentioned that, “the information provided in the WHO manual is not 
SEPT They said, “It (the WHO manual) needs to be expanded and made more 
practical”. 


¢ Enhance multi-sectoral collaboration. Co-operation with other programs and other sectors 
was mentioned as a major challenge in the coming years. It was mentioned that each 
sector wanted to work separately and wanted to assign own tasks. 

¢ Upgrading of CBR worker training was mentioned as being needed in almost all focus 

_ group discussions. However, issues pertaining to funding, availability of trainers, and 
availability of participants without per diem incentives. were pointed out as potential 
threats: _ 

e Self-sufficiency of the program still remains illusive. E.g., from the data presented.at Tien 
Hai district, while in the past year, 38% of the funds (135 million VND) were provided by 
AIFO, the local government contributed 44% of the funds (157. million VND), which 
seemed as a promising stride. However, most of the funds contributed by .. the 
local. government were utilised as part of maintenance of the referral institutional 
infrastructure at the district headquarters. Most focus groups believed that costs incurred 

_ by local governments in maintaining infrastructure was valuable contribution to the CBR 
¢ Motivation of the CBR worker through incentives or monetary reimbursement as an issue 
was brought up at almost all focus group discussions and was one of the most fervent 
exchanges. There are number of CBR workers who volunteer in the hope of being 
compensated (like other state sponsored vertical programs) and when they are 
..) net provided any incentive after a while they just drop out... 
° Income generation activities will be challenging. Based on the limited experience with 
. ~ such activities, Nam Dinh province participants felt that several barriers continue to exist 
jn this regard. There is need for occupational training, superyising guided work, marketing 
. 
] 


skills training, and management skills training for such programs to be effective. Right 
now it was felt that the capabilities of the CBR managers are deficient in many of these 


Findings from SWOT analysis at the central level : 


Identified strengths pallies. 
© Identification of PWDs. The central team has routinely collected data about identification 
“of PWDs from provinces and districts that have in turn collected data from communes. 
“The method of house-to-house survey in the program was an identified strength. 
% Identification of people who need rehabilitation services. Another strength of the program 
has been the ability to identify people who need rehabilitation services in each district. 
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CBR assistance to PWDs in progressing in their rehab. goals and integrating in society. 


The CBR program over the period of three years of its existence has assisted several 
PWDs in making progress towards their rehab. goals. In gauging progress of PWDs, the 
program follows 23 criteria that include performance of ADL, self care, playing, 
schooling, taking part in family and social activities, and taking part in income generation 
activities. 

Expansion of the program beyond what was planned. One of the strength identified by the 
central team was that the CBR program has been implemented in more communes than 
was originally planned through the AIFO-EU support started in June 1996. This has been 
possible due to interest and support from local governments in many communes. 

Advanced training of team members from central level. Another strength pointed out at 
the central level was the training received by several of them two people in France, two 
people in Italy, two people in Indonesia, two people in Italy, two people in Mongolia, and 
two people in China. 

Translation, printing and distribution of WHO Manual. During this period the CBR 
program has been able to translate the manual “TCPD” and also revise several versions of 
this manual. Up till now about 10,000 copies have been printed in a phased manner. The 
latest revision has just been completed (making the language and pictorials more 
appropriate). 

Equipment acquisition and _ infrastructure strengthening. One of the strength mentioned 
was that the Community-Based Rehabilitation program has been able to acquire 
equipment at all levels. 

Training programmes conducted. During the three years the CBR program has been able 
to conduct the planned seminars for province and district leaders, CBR supervisor and 
CBR worker training at district and commune levels. Besides these the program has also 
conducted some special courses. 

Family network is very strong in Vietnam. In focus group discussion at central level 
another strength that was mentioned is that the family unit in Vietnam is very strong and 
the CBR program has been able to effectively use this family structure to provide for the 
needs of the disabled. It was also said that CBR program is being well received by the 
community and “people accept the approach”. 

Effective referral system. It was pointed out that in Vietnam the referral system is very 
well established consisting of provincial/district hospitals, and commune health centres. 
The Community-Based Rehabilitation program has been able to link with this system and 
utilise it to their advantage. | 

Creation of a cadre of trainers at province and district level who can train commune level 
workers. An important strength that was mentioned was the creation of a nucleus of 
trainers well versed in CBR methodology at the provincial level who can in turn ‘train 
commune level supervisors and workers. The CBR program has been able to utilise this 
three year period to establish this cadre of professionals. 

AIFO-VINAREHA partnership support. Another strength that was hailed by all members 
was the excellent partnership support that has developed between the two agencies. It was 
mentioned that since last year, since the joining of new country representative, Mr 
Lorenzo Pierdomenico, the partnership has received a boost. Early years of the program 
had quick turnover of the staff where within the first year three people left (Ms. Ulla, Mr. 
Corvisieri, and Mr. Beltrame). President of VINAREHA in an individual discussion had 
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very kind words to say about Mr. Pierdomenico, “He is very active, wants to learn, and 
responds very well to our needs.” In a similar vein, AIFO country representative in an 


individual discussion mentioned that “Prof Nghien has done a commendable job in 
Starting the project”. 


Co-operation with other international NGOs. AIFO country representative mentioned that 
he has been able to initiate useful linkages with several international NGOs involved in 
disability-related matter work in Vietnam. AIFO has started useful work in bringing 


together these agencies to share a joint forum. One specific activity that has been initiated 
by this forum is discussion around a joint data collection process. 


Identified Weaknesses 


Limited co-operation from people other than MoH. One of the weaknesses pointed out by 


central team members was difficulty in obtaining co-operation from members from sectors 
other than medical and health. The SC has few members from other sectors and those 
members are also not very active in participating. This problem is more acute at the 
central and provincial levels. 

Irregularity of SC meetings. One of the weaknesses of the program in the past three years 
has been the irregularity of SC meeting at the national level. The central level team felt 
that the same was true for many provincial and district level SCs. 

Modest documentation. One of the weaknesses mentioned was that the documentation of 
various activities done by the CBR program during the past three years has been 
inadequate. It was pointed out that documents that could be understood at all levels were 
few. The monitoring system relies mainly on quantitative reporting of numbers (which 
besides failing to capture all aspects also suffers from inaccuracy because of manual 
nature of computations). 

Mobilisation of local funding. VINAREHA President mentioned that they have not been 
able to develop a system that ensures firm commitment of local funding for CBR program. 
The local funding is irregular in nature and varies from one place to the other, Further 
most of the funding is utilised in developing infrastructure rather than Supporting the 
program. 

Improvement in training. It was mentioned that initially the training seminars for leaders 
were for two days but in the last phase these were reduced to one day, similarly there was 
shortening in the length of training of CBR supervisors and workers from 21 days to 18 to 
14 days. This has been primarily due to lack of availability of participants for longer 
periods of time and ability to sustain the interests of CBR workers on merely theoretical 
aspects. : 

Need for more national commitment. It was mentioned that even though the government 
has endorsed the CBR approach, it has not identified it as a national priority or national 


program. As a result, funding commitment ts not there. 


Limited experience with educational and vocational rehabilitation aspects. The CBR 


program has been able to initiate only some activities in the final year of the program 
beyond medical activities. Hence the experience is limited. The central team also felt that 


training at all levels in these aspects was needed. 
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Identified opportunities 


e Need for reaching all communes in the five provinces. It was mentioned that there is a 


need to extend CBR to all communes within the provinces. Right now, the CBR is present 

in only 2 districts, and complete coverage of these districts has also not been possible. 

Retraining (or renewal training) for trained CBR workers. It was mentioned that current 

training of CBR worker was too short and theoretical in nature that necessitates the need 

for retraining of CBR workers already trained. Such retraining it was felt could be 
undertaken at least once a year and it was felt that nucleus of core trainers already 
developed at province and district levels could easily undertake this responsibility. 

Phased training of CBR workers in future. Central level members felt that in future the 

new training courses for CBR workers should be divided into two parts (each part for 10- 

14 days) that could be dovetailed with their free time right after the harvest season. This 

approach it was felt could improve learning. It was also mentioned that future training 

should include aspects of management training. 

e CBR leaders training. It was mentioned that CBR leaders training needs to include more 
specific information about involving political leaders, ways of ensuring participation in 
SC meetings, and ways to mobilise local funding. It was also felt that there 1s a need to 
enhance capabilities of learners in SCs to be able to specifically articulate learning 
expectations. The AIFO representative expressed frustration in this regard. 

e Decentralised decision-making. The central team members felt that VINAREHA may 
benefit from adopting a more egalitarian and inclusive decision making process that 
involves all SC members and even involves people from other sectors. It was felt that 
even though this process may be time consuming and very difficult, it will be beneficial 
because it will enhance ownership of the program among all members, improve the 
quality of decisions, and help in developing a shared vision. 

e Need for administrative co-ordinator. It was felt by many people of the central team 

e that if a full-time administrative co-ordinator was hired by VINAREHA that could 

improve the functioning. Such a person needs to be young, able to travel, be proficient in 

verbal and written communication skills (English), be responsible for ensuring efficient 
communication between all levels, and assist in decentralising. 

Inclusive Education. Some members expressed the need to learn more about IE that has 

been introduced through the NIES in some other districts. AIFO representative is 

particularly keen in introducing this approach. He has also attended some local specialised 
training in this regard. 


l[dentified threats 

e Participation from other sectors. It was mentioned that eliciting participation from other 
sectors at all levels continues to be a challenge particularly at central and provincial levels. 

e Local funding. The situation with local funding remains temporary. Participants felt that 
unless CBR becomes a national program it is difficult to have assurance in this regard. 

e Lack of knowledge about aspects other than medical. Some of the members of the team 
were humble enough to admit that they had limited knowledge and expertise with regard 
to aspects other than medical. They felt that if they did not receive training and had to 


pursue activities like building credit unions, pursuing IE programmes, it would be a 
¢ potential threat. 
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Name of the districts implementing CBR program: 

Number and name of districts supported by local 
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Equipment provided by AIFO-VINAREHA............. 
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2A GENERAL INFORMATION AT DISTRICT 


LEVEL 
District ae 
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Participation of the community: ..................02.68 


Participation of the PWDs’ Families: .................. 
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4A INFORMATION ON CBR WORKER 


First and given name of CBR worker: ................ 
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How many PWDs do you have to help to do 
exercises on rehabilitation ?: 
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Date when you have been engaged in CBR 
programme ?: 
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What changes do you desire for CBR training 
programme e.g.: Do you need any: supplemental 
training and/ or any helps in order to improve your 
work for CBR programme? 
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LP nno WhY Perc teeeeeerer cnt c ese tese reste 


How far from your house to school .?.....- pp 


» 
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Chairman and vice-chairman of People’s Committee of Ha Nam, Thai Binh, Ninh Binh, 
Nam Dinh, Hoa Binh provinces. 

Directors of Health Bureau of Ha Nam, Thai Binh, Ninh Binh, Nam Dinh, Hoa Binh 
provinces. 

Prof. Nguyen Xuan Nghien, head of rehabilitation at department Bach Mai hospital Hanot, 
Prof. at Hanoi Medical College, and also President of VINAREHA. 

Tran Trong Hai MD. PhD, Director International Co-operation Department, head of 
Rehabilitation Department (NIP), and Secretary General of VINAREHA. 

Prof. Bui Tung, director Orthopedics and Rehabilitation Institute department, MoLISA. 
Mr. Nguyen Van Toan, vice-director, orthopedic factory, Ba V1, Hanoi. 

Julie B. Yoder, former Assistant Director of Vietnam Assistance for the Handicapped - 
Office of Disability Technical Assistance (VNAH-ODTA). 
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